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Important Notice Under Federal Health Care Reform

Kaiser Foundation Health Plan of Washingtop ©Oi on s , I n ©") recomintemdsdVEArollee choosea
persmal physicianThis decision is important since the designatersonal physician provides or arranges for most of
theEnrollee s h e a IThe Bnrotteahasethe right to designate apgrsmal ptysicianwho paticipaes inone of

the KFHPWAO Sunmmit Network and who is available to accept tiimrolleeor theEnrolleeé s  f Bnnolleks.y For
information on how to select gersonal physicignand for a list of the participatingersonal physiairs, pleasecall
Kaiser Permanente Member Servicas (206) 630-4636 in the Setile area, or tolfree in Washington, -888-901-
4636.

For children, théenrolleemay designate a pediatrician as fingnary care provider

The Enrollee does not need Pretlwrization from KFHPWAO or from any other person (including persona
physician to access obstetrical or gynecological care from a health care professionaKFHRE8/AO network who
specializes in obstetrics or gynecology. The health caregsiohal however, may & reqiired to comply with
certain proceduresncluding obtaining Peauthorization for certain services, following a-ppproved treatment plan.
For a list of participating health care professionals who specialize in obstetripg@cobgy, please calKaiser
Permanente Member Serviats(206)630-4636 in the Seattlarea, or tolfree in Washington,-888-901-4636.

Womends health and cancer rights

If the Enrolleeis receiving benefits for a covered mastectomy and €bretastreconsruction in connetion with the
mastectomythe Enrolleewill also reeive coverage far

1 All stages of reconstruction of the breast on which the mastectomy has been performed.

9 Surgery and reconstruction of the other breast to produce a symmetpeabape.

1 Prostheses.

1 Treatment of physical complications of alagesof mastectomy, isluding lymphedemas.

These servicewill be provided in consultation witthe Enrolleeandthe attending physician and will be subject to the
sameCost Sharestherwise applicable under #hEvidence of Coverage (EOC)
Statement ofRights Under the Newborn s 6 and Mot hersdé Health Protection
Carriersoffering grouphealthcoverage generally may not, under federal law, restrict benefits for any hospital length
of stay in connection with laildbirth for the mother or newborn child kess han48 hours folbwing a vaginal

delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit the
mot her ' s or n e wlderrafier nsatigwith thedmothey, frgnr discharging the mattoe newborn
earlier ttan 48 hours (or 96 hours as applicable). In any casdersmay not, under federal law, require that a
provider obtain authorization from tlearrierfor prescriting a length of stay rtan excess of 48 hours (or 96 hours).
Also, uncerfedeal law, acarier may not set the level of benefits or @aftpocket costs so that any later portion of

the 48hour (or 96hour) stay is treated in a manner less favorablegmtither or newborn thaany earlier portion of

the stay.

For More Information
KFHPWAOQO will provide the informatiomegarding the types of plans offered WyHPWAO to Enrollees on request

Please calKaiser Permanente Member Servie¢$206)630-4636 inthe Seattle area, toll-free in Washington, -1
888901-4636
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I. Introduction

This EOCis a statement of benefits, édxsionsand other prwisions as sebfth in the Grop medical coverage
agreement betweerKaiser Foundation Health Plan of WaghtionOption s , KAHPWAO{ andtheGrow. The
benefitswere approved by the Group who contracts WiEHPWAO for healthcare cowerage. This EOCisnotthe
Group medical coveragageemetnitself. In the event ofa conflict between the Group medical ecageagreement
and theEQC, the EOC languae will govern.

The provisions of th&€OCmust be considered together to fully urslard the benefits &ailable under th&eOC.
Words wih gecial meaning aregpitalized and aredefined inSection XI.

ContactKaiserPemanente Memberesvicesat 206-630-4636 ortoll-free £888-901-4636for the deaf and hearing
impaireduse Washingtostatés relay line at 80e833-6388 or 71 for benefis questions.

Il. How Covered Services Wok
A. Accessimg Care.

1. Enrollees are eritled to Covered Sewices from the following:
1 Your Provider Network isKFHPWAQO SummitPPONetwork, referred toa sSFN”.

o Prderrad In-Networkbenefts applywhen a Enrolleeutilizes desigrtad integréed providers
(KaiserPermanentdledical Caetersand provider®r other @ésighated providers asdertified in the
Provider Directory)These providerprovide services at theded costshare as stateth Section
V.

0 In-network benefs apply to anyin-Network Povider

1 Careprovidedby an Outof-Network Praider, except presgption dugs Coverageprovided byan Out
of-Network Provwderis limited tothe Allowed Amount

o Outof-Country providersarelimited to Emergency servicesd urgent car@nly whenprovided by
aprovide who meds licensingand certification requirementsstablisied whee the proider
practices.

Benefits paidunde one option wi not be duficated under th@theroption.

Benefis urder thisEOCwill not be denied for any health care service perforrbgdh regstered nurse
licensed © practice under apter 1888 RCW,if first, the service performed was withihe lawful scopeof
such nurse scenlsd, andesond this EOCwould have povided benefit if suclseavice had been performed
by a doctor of medine licersed to pratice underchapter 18.71 RCW.

In orderfor sevices to e covered at theighest benefilevels, servicesnust be obtaied fom Preferrel In-
Network Facilitiesor Preferredin-Network Providers,excep for Emergency serviceEmergemy services
will always be covereatthePreferredin-Netwoik level.

A listing of SummitPPOPrefared In-Network Providerss availableby contactingviember Services or
accessinghe KFHPWAO website atvww.kp.org/wa Information availableonline ircludeseach physicia's
locafon, education, @dentials,andspecialties. KFHPWAO also utilizd¢ealth CareBenefitManagersdr
cettain services. Teea list of Health Care Befie Managersgo to
https:/healthy.kaiserpenanenteorg/washington/support/fornand click on thé Evidence ofcoverage link.
On thewebsite Preferred InNetwork providers will be iderified by a text indicaor. For assitance
searching the websiterfproviders providingPreerred In-Network benfits, pleasecortact Member
Services.

KFHPWAO will not directly or indirectly prohiit Enrollees from fredy contracting at anytime to obtain
health care servicdsom Outof-Network Providers and Owdf-Network Facilities outsie tre Plan.

However, if you chmse to reeive services from Owdf-Network Providersrad Outof-Network Faciities
except aotherwisespecfically providedin this EOC, those services wilbt be coverd under this EOC and
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you will be responsible for thell price of he services Any amountsyou pay for noncovered services will
not coun toward your Oubf-Pocket Limit.

2. Primary Care Provider Services
KFHPWAOrecommends thd&nrollees séect apersonhphysician Onepersonaphysicianmay be selected
for anentire family, or adifferentperonal physicianmay be selected for each fajnihemberFor
information on how to slect orchange mrsoral physiéans and for a list of participatmppersonal
physicians, callKaiser Permaente Member Serviced (206) 630-4636 in the Seate ara, or tol-free in
Washington at -B88-901-46360r by accessing thEkFHPWAOQO welbsite atwww.kp.org/wa The change will
be made within 2zhous of the receipt ofe request if the seled@hysician s sdoad pernits. If a
persad physician accepting nettnrollees is not awilable in your are, contactKaise Permanerd Member
Senices who will ensure you have access to agmmal physi@n by contacting aphysii an’ s of fi ce to
request thy accept new Enrollees.

To find a personal physiciamall Member ®rvices or acessthe KFHPWAQO websiteat www.kp.arg/wato
view physicianprofiles Information availdle aline includeseach physiciarislocation,eduation,
creckntids, ard gecialties.

For your personal physician, choose from thgseiglties:
1 Famiy medicine
1 Adult mediche/internal medicine
1 Pediatrics/dolescent medicine (for ddren up tol8)

Be sure to check #t the physician you are cadsringis accepting newpatients.

If your choice does not feel right after a feigits, you can chageyour personaphysician at ag time, for
anyreasa. Ifyoudn ’ t ¢ h o o anewhem yopifstypeconteia KFHPW@A Enrollee, we will match
you witha physidan tomakesure you Ave one assigned to you if you get sick or injured.

In the cae thatheEnrollee s gmad phgsician no longer partpatesin KFHPWAO Summit PPO
Network, the Enrolleewill beprovidedaccesdo the personal physicianrfap to60 days following a written
noticeoffering the Enrolleea selectionof newpersonal physiciandromwhich to doose.

3. Specialty CareProvider Services
Enrollees may make appointments wipecialistswithout Freauhorization, except as noted urd Section
IV. In the eventspecialty ®rvices are not available froa Preferredn-Network Provider, Preauthorizationis
required and In-Network andOut-of-Network Provider services will be covetat thePreferredin-Network
level.

Spegalty Care Provider Copayment.

The folowing providersare subjet to thespedalty Copayment level: allerggndimmundogy,
anesthesimgy, audiology cadiology (pedatric andcardiovasalar disease), critical camedicine dentstry,
dermatology, endorinology, enterostomal thespy, gastre@nterology, gertecs, hep#ology, infectious
disease, massage therapgpratalperinatal medicie, nephrologyneurdogy, nutriion, occugational
medcine, occupational thergponcology armacisthemablogy/oncolog, ophthdmology, orthopedis,
ENT/otolaryngology painmanagemet patholay, physiatry (physical medicinephyscal therapy,
podiatry, pulmonary mettine/disease, rdiology (nuclear mediine, radiation therapyjespiratory heray,
rheumadlogy, speecltherapy sportsmedicine, gnerdsurgery and urology

4. Hospital Services.
Refer to Section IV. for mornformation dout hospitalservices.

5. EmergencyServices
Enrollees mustnotify KFHPWAO by way of theKFHPWAO Emergency ndfi cation lire (1-888457-9516
as na@edonyour memberdentfication card) within24 hoursof any adnission, or as soon thereafter as
medcally possible. Refer b Section IV. br mae information alout Emegency sevices.

CA-422323 7


http://www.kp.org/wa
http://www.kp.org/wa

Enrollees are coveredor Emergenyg care andVedically Necessary urgentreaanywhere inhte wald. If

you think you arexperiencing an emergency, go immediately to tteresemergency caredcility or call
911. Go to thelosest urgentare center for an iliness or injutltyat requireprompt meétal attention but is
not anemergency. Exan@s include, but are not limitd to minor injuries, wounds, and cuts needing si&h
minor breathing isues; minor stomach pain. If yauie unsure wéther urgent care is your best opticall
the casulting nuise helpline for advicat 1-800-297-6877 0r206-630-2244.

For urgent careuring office hours, you can call your personal gibiari  effice first to see if you can get a
sameday appointmentlf a physician is not available orig after ofice hoursyou may speakith a
licensedcare provideanytime at 1-800-297-6877 or 206630-2244 You may als@heck
www.kp.org/wa/directonor call Member Sevices to find the nearest urgent care facility@ur netwak.

If you need Emergenagare while traveling and are admitted to amatwork hospital, yoor afamily
member must notifus within 24 hoursafter care begins, or as soon sisgdasonablpossible. Call the
notification line listed on th back of yur KFHPWAO member ID card thielp make sure your claim is
accepted. Keep receipts and other papek from non-network care. ¥u | ledtonsebmit hemwith any
claims for reimburseent afterreturning from travel

6. Travel Advisory Service.
Our Travel Advisory Sevice offers recommaetetions tailored to your travel outside the United States.
Nurses cdified in travel health willadvise you on any vacies or medications you need basedyour
degination, activities, and medical history. The saltation § not acovered benefit andhére is a fee for a
Kaiser Permanenténrolleeusing the service for &first ime. Travelrelatedvaccinatons and meidations
are usually not coveredisit www.kp.org/wa/tavelservicefor more details.

7. Process for Medical Necessity Detemination.
Preservice, oncurrem or postservice reviews maye caducted.Oncea rvice has beereviewed,
addiional reviewsmaybe @nducted.Enrollees will be notified n writing when a detenination has bee
mack.

First Level Review:

First level reriews are performed owverseerby appropriate clinical staffusing KFHPWAO appoved
clinical review criteria. Dda sources forhereview include, but are not limited to,fegrd forms, admissio
request formsheEnrollee s me d i caad consutatinowitityualified health préessiomlsand
multidisciplinaryhealth care teammembers The clhnical information used in the revig may irclude
treatment summaries, problem lisgpecalty evaluationslaboratory ad x-ray results, and rehabilitat
senice documentation. Theenrolleeor legalsurrogate may be contsa for information. Coadinationof
care nterventions are initiat as thg areidentified. The reviewer consults thithe health care teawhen
moreclarity is needed to ake a informed medicbnecesgy decision. Tle reviewe may corsult with a
boardcertified conailtative specibist and sich consutations will be doamerted in the review text. If the
requested arvice appears to benappropriate ba&sl on application ot review criteria, the first level
reviewer equestsecond lewel review by a phsician or deginaed health are profesional.

Second Level (Praitibner) Review:

The practitioner reiews thetreatment plan and dicusses, when pppriate, case circustan@sand
managemerptionswith the attenthg (or referring) physician. The ndewer consuk with the health cae
teamwhen nore clarity is needeto make an infaned coverage decisionh& reviewer may constutlwith
board cetifi ed phydcians from appropate sgcialtyareas to assist in mailg deternnaions of overage
and/or appopriatenessAll such casultatiors will be doeimented in the rewe text. If the reviewer
determines that thadnission, continuedstay or serviceequestedis not a covered sgice, a notie of non
coverage is iaged. Onlya physician behavioral healtlpractitioner (such as gsychiatrst, doctoratlevel
clinical psyclologist, certified addiction medicine spedist), dentistor pharmacist who hatheclinical
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expertise appropate b the equest under review witdn unresricted licerse may deny covegabased on
medical necesity

B. Administration of the EOC.
KFHPWAOQO may adpt reasondb policies and procedusdoadministerthe EOC. This may inalide,but is not
limited to, pdicies or proedures pertaining to befit enttlement and average determinains.

C. Assignment:
You may not assign this EOQ any of the rightsinterests, claims for money due, benefitsobigaions
hereunder without our gt written consent.

D. Confidentiality.
KFHPWAO s required byfederal and state late maintain theprivacy of Enrollee personhandhealth
information. KFHPWAO is requirel to provide noticeof how KFHPWAO mayuse andlisclose persoal and
hedlth informatbn held byK FHPWAOQO. The Notice of PrivacyPracticess distributed tcEnrollees and is
avdlable inKaiser Permanentenedcal ceriers at www.kp.org/wa, or uponrequesfrom Member Service

E. Modifi cation ofthe EOC.
No oral statement of any person shall modifyotherwi® affect the benefits, limitatiaand exclusionsof the
EOC, convey or void anycoverage, incres or reduce angenefts underthe EOCor beused inthe posecution
or defense ofa claim under theEOC.

F. Nondiscrimination.
KFHPWAOQO does not diséminate onthebasis of physical or mentdisahilities in its employmentpractices ad
savices. KFHPWAO will not refuse & enrdl or teminatean Enrolleé soverageand will notdenycareon the
basis of agesex,sexual orientation, gender idéwpt race,color, religion, national origin citizenshipor
immigraion status,veteran or nilitary staus, occupaion o hedth status.

G. Preauthorization.
Referto Section IV. andAuthorizations & Clinical Review Overview | Kaiser Permanente Washiirfgt more
informationregarding which ervices, equipment and facility typadsFHPWAO requires Preauthaation.
Preaithorization reqeds arerevieweal and approved based Medical Necessity, eligibility and beefits.
KFHPWAO will generally process Prethorization requests ad provide notificaion for benefits within the
following timeframes:
i Standard reqedgs— within 5 calendardays
o If insufficientinformation has beenrpvideda reqeest for additioneinformation will be ma@ within 5
calendadays. The provideror facility has 5calendardays toprovide the necessargformation. A
decision will be madwithin 4 cdendar days of reeipt of the information or the deadie forreceiptof
the requestethformaiton.
1 Expedted requests— within 2 calendadays
o If insuffi cient nformation has beeprovided a request for ad@inal information will be made witin 1
calenda day. The provier or feacility has 2calendardays toprovide the recessary infonaion. A
decisionwill be madewithin 2 calendaidaysof receipt ofthe information or the dedihe for receipt of
the requeted information.

H. Recommended Treément.
KFHPWAQ's medical diretor will determne the necessity, natuandextentof treatment to b coveredn eah
individual case and the judgmewtll bemade h good fath. Enrollees have lieright to appeal coverage
decisions(see Section VIIL)Enrollees have the right to participaéin decsions regarding their healtbare. A
Enrolleemay refuse anyacommendd senicesto the extent permittedy law. Enrolleeswho dbtain carenot
recommende by KFHPWAO' s me d i c a lsowithithe iltuhderstandinthat KFHPWAO hasno
obligationfor thecost, orliability for the outome, é suchcare.

New and emergimp medical tebnologies are evaluater an orgoing basis by the following committeesthe

Interregional New Technologies Committee, Medical Techmplssessnent Gmmitee, Medical Policy
Committee, and Pharmacy andeFhapeutics Committee. These physicgamaluators ensider the new
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technobgy $ berefits, whether it has been proven safedeffective, and under what conditions its use would be
approprate. Thereconmendtions of these comittees inform what is coverech& FHPWAO health plans

I. Second Ognions.
TheEnrolleemay aces a secot opinion regardng a medickdiagnoss or treamentplan The Enrolleemay
also obtaira seond opinion from a@ut-of-Network Provider without Preautbrization, subjet to Outof-
Network ProviderCost $ares and all tier Preautorizaion requrements spdfically statedwithin Secton IV.
Cowerage isdeternined by theEnrolleés EOC, therefae, mverage for the ®nd ophion does ot imply that the
savices @ treatmets recommended wilbe coverd. Senices, drugs ahdevices pescrited or reconmendedas
aresult ofthe consultatiorare not cgered unless icluded as covered under tEOC

J. Unusual Circumstances
In theevert of unusud circumstancesuch asa major dsaster, epidemignilitary action, civil disorder, labor
disputes o similar caises KFHPWAO will not be liable for dministerhg coverage begnd te limitations of
availablepersmnel and facilitis.

Unde the SPN option, in the evenbdbf unusial circumstances such as teadescribd above KFHPWAO will
make a goodaith effort to arrangefor Covered Sevices through aailablePreferrad In-Network Fecilities and
personnelKFHPWAO shall have o otter liability or obligation if Covered Sevices ae delayedr unavaildle
dueto unusuatircumstances.

Underthe Out-of-Netwark option, if Covered Senices ae delayed or unavailable due tausual @ cumgances
suchasthose described abov¢FHPWAO shdl have ro liability or obligation to arange for Covered $rvices.

K. Utilization Management.
“Casemangiemeit” means a care magement plan del@ped for an Enrdlee whose diagnosis uires imely
coordindion. All benefits, including travelandlodging, are limited to Coveed SenicesthatareMedically
Necessary aml set forthin the EOC. KFHPWAO may review a Enrolleés medical recals for the purposeof
verifying delivery and coverage ofrsgces and item$ased m a progective, coacurrentor rerospetive review,
KFHPWAO maydenycoveragelf, in itsdeteamination,such servies arenot Medicaly NecessarySuch
determination shabebased m edalished tinical criteriaand may requir®reauthorization

KFHPWAQ will not deny coerage rabactiely for seviceswith Preaithorization andwhich have &ready been
provided to tke Enrolleeexcept inthe case an intentional misreprestaion of amateral factby the patient,
Enrolleg or provider of servicesor if coverage vas obtainedbased orinacairate,false or migeading
information provided ; theenroliment applcation; orfor nonpayment opremiums Benefits do not require
Preauthorizaion, exept asnotedunder Section IV

lll. Financial Responsibilities

A. Premium.
The Subscribers liablefor paymentto the Groupof their contribution toward themonthly premium, f any.

B. Financial Responsibilties for Covered Services
The Subsadberisliable for paymat of the followingCost Sheesfor Covered Seligcesprovided to the
Subscriberand their Dependents Paynent of an amoun billed mug bereceived within 30 days othe billing
date.Charges willbe forthe lesser of the Cost Shafesthe Covered Servicer the actual charge for that
service. @st Sharewill not exceedthe atual charge for thaservice.

1. Annual Deductible.
Coverd Servicesmay besubject to ananrual Deductble. Charges subjedo theannual Deductible shall be
borneby the Subscriber dring each year until the anniu2eductibde is met.There s an individual annual
Deductible aount for eah Enrolleeand amaximum anrual Deductible anountfor each Rmily Unit. Once
the annual Dauctide amount is reached for a Fdynnit in acalendaryear, the individual annual
Deductibles ae alsodeamed rachedfor eachEnrolleeduring thatsame calendryear.
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2. Plan Coinsurance.
After theapplicable annwal Deductible is sasfied, Enrollees mayberequred to pay PlanCoinsurancefor
Covered Serices Coinsurance is calculatl onthe Allowed Amount

3. Copayments
Enrollees shall be requidtto pay applicableCopayments at thénte of senice. Pgment of a Copgment
does not exclde theposshility of an adlitional billing if theserviceis determiné to be a en-Covered
Serviceor if other Cost Shares apply

4. Out-of-pocket Limit.
Out-of-podket Expenses which apply toward the @nftpocketLimit are set fath in Secton 1V. Total Qut-
of-pocket Expenssincurredduring the sanecdendaryea shall notexceed the Oubf-pocketLimit.

C. Financial Responsibiltiesfor Non-Covered Servces
The cost of non-CoveredServices ad suppliess theresponsbility of the Enrollee The Subscrber s liablefor
payment of anyfeescharged fornonCoveral Sevices provded to the Subsdrer andheir Dependents at the
time of service. Payment of ammount billed must be received ithin 30 days oflte blling date
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IV. Benefits Details

Benefis are abjed to all provisons of the EOC. Enrollees areentitled only to receive bnefits and servisethat are
Medically Necessary drclinicaly appropriate fortietreatment ¢ a Medical Condion as determinely
KFHPWAQ' medcal diredor and as desibed heein. All Covered Sevices ae subjed to case ramagenentand

utilization management

Underthe Out-of-Network option, Enrollees shall be required to pay arngifferencebetveenthe Out-of-Network

P r o v iclagge forsendes and the Allowed Amoungxcept for Emergay senices, including post stabilization
and for ancillary services received from a ndtetwork provider at a Networkacility. For more information about
balance billing protectionglease vig: https://healthy.kaisegmanente.org/washington/suppodfsand click on

“Billing Forms.

Preferred In- In-Network

Network

Out-of-Network

Annual Deductible

Annual Deductible without Wellness
incentive: Enrdlee pays$750 perEnrollee
percalendir yearor $1,500 pe Family Unit
percalendaryear

Annual Deductible with Wellness incentive:
SubscriberEnrollee pays $625per calendar
year; dependent Enrollees pay $750per
calendar year or $1,375 per Family Unit per
calendaryear

Enrolleepays $2,250 perEnrolleeper
calendaryear or $4,500per Famiy Unit
percalendaryear

Coinsurance

Plan Coinsurance:
Enrolleepays 30%
Plan Coinsiranceof
the Allowed Amount

Plan Coinsurance:
Enrolleepays10%
Plan Coinsurancef
the AllowedAmount

Plan Coinsurance Enrollee pays50%
Plan Conaurance of the All owed Amount

Lifetime M aximum

No lifetime maimum o covered EBsential HealtiBenefits

Out-of-pocket Limit

Limited to amaximum of $3,500 per Enrollee
or $7,000pe Family Unit percalendaryear

No Outof-pocket Limit; Enrolleepaysall
cog shares pecdendaryear

The following Out-of-pocke Expenses
apply to the Out-of-pocket Limit: All Cost
Sharedor Covered Services

The fdlowing expensesdo not appy to the
Out-of-pocket Limit: Premiums, dhargesfor
services in excess oé bendit, chages in
exces®f Allowed Amouwnt, chagesfor non
Covered Srvices

The following Out-of-pocket Expenses
apply to the Out-of-pocket Limit: Not
applicable

The following expensesio notapply to
the Out-of-pocket Limit: Premiumsall
Cost Shares faCovered Sewices,
chargesfor servicedn excess of a benefit,
chargesn exces of Allowed Amount,
chages for nonCovered Sevices

Pre-existing Condition
Waiting Period

No pre-existing condition waiting period

CA-422323
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Acupuncture

Preferred In-Network

In-Network

Out-of-Network

Acupuncture nedle tretment, limited toa
combinedtotal of 20 visits percalendr
yearwithout Prauthorization

No visit limit for treatmert for Substance
UseDisorder

Office visits: Enrollee
pays$10in Copayment
for primarycare
provider \sits

Throudch age 17:
Enrollee pagnothirg
for primary care
provider servies

Annual Dedudble and
Plan Coinsurance do nq
apply to office vidis
including surgery but
does apply to @dignostic
laboratory/radiology
services and visitsta
outpatient hepital and
ambulatory argical
centers

All other servtes After
Deductible Enrollee
pays 10% Plan
Coinsurance

Office visits:Enrollee
pays$20 Copayment
for primary care
provider visits

Throughage 17:
Enrollee pag nothing
for primarycare
provider rvices

Annual Dedudble
and Plan Coinsurance
do notapply to office
visitsincluding
surgery but does appl
to diagnostic
laboratory/radiology
savices and visits at
outpatient hospitaand
ambulatory argical
centes

All other services
After Deductble,

Enrollee pays30%
Plan Coinsurance

After Deductibé,
Enrolleepays50%
Plan Cdnsurance

Exclusions: Herbal supplerant; reflexology;any services not withm the £opeof the gacition esrlic¢ensire

Advanced Care at Home

Preferred I n-Network

In-Network

Out-of-Network

Advanced Care at Home is a perabized,
patientcentered program that provides ce
for patientswith certain clinicalcondiions
in their homes, wat another approjate
care locatiorsuch as a family member
home or temporary residence

Advancal Care at Home sendsmust be
asseiated with an acute episoda which
the member is treated for a briefttsevere
episode of iliness, for conditions that are
the result of disease such as, but not
exclugve to, congestivednrt failure,
prneumonia, uppeurinary tract infection or
cellulitis. The treatment plamayinclude
restorative carassociated with the acute
episale The diration of an episodef care
(which includes acetand restorative
phases) is limited to a totaf 80 days

No chargeEnrolleepaysnothing

Not covered; Enrollee
pays 100% oéll
charges

CA-422323
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To receiw advanced carén thehome:

il

TheEnrolleemust be referred intg
theadvanced carprogram by the
managing provideat aNetwork
emergencyroom setting
AdvanedCare atHomerequires
Preauthorizationbasel onthe
Enrolleé kealth sttus, treatment
plan,ard homesettirg or arother
appropriate care location within
the Servie Area

The clinical conditionmustmeet
inpatient Medicd Necesity
criteria,
TheEnrolleemustconsento
receivingadvanced caréeescribed
in thetreatment plg,

Thecare locatio, such aghe
Enrolleé mesidencemust be
within 30 minutegroundtravel
time of an emergency department
and

Thecarelocation such asthe
Enrolleeé eesidene, must have
cdl service

Advanced Car at Home is provided
throughMedically Home our Network
provide, and wil provide the following
services irtheEnrolleé komeor
approprate care location

f

Home visits byRNs, physical
therapiss, occupationaheraists,
speechherapists, rgsratory
therapists, nutritionist, ladth
aides, and othdredthcare
professionds in accorcancewith
the AdvancedCareat Home
treatmentplanand he pr o
scope of practice and licams.
Communicaion devices to llow
theEnrolleeto contact the mddal
command center 24 hours a day,
days a week. Thiscludes neded
communcation tehnology to
support reliableonnectian for
communication, ad a personal
emergency response system alel
device to catact the medial
conmand centerfithe Enrolleeis
unable to get to a phone.

Additional services coverathder this
berefit include:

CA-422323
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1 The following equipment
necessary to enseithat you are
monitored appropriately in your
home: blood pressure
cuff/monitor, pulse oximéer,
scak, and thermmeter.

1 Mobile imaging and tests such as
X-rays utrasoundsand EKGs.

1 Safety itemswhenMedically
Necesary, such ashower stools,
raisedtoilet seats, grabbergng
handled shoehorn, and socksid

1 MealswhenMedicallyNecessary
while youare receivingadvanced
care @ homewill be provided
through ouNetwork Povider,
Medically Home

In addition,cost sharig is waivedfor the
following coverel sevices and iterawhen
the services and items areepcribed as
part of yourAdvanced Care at Home
treatment plan:

1 Durable Malical Equpment.

1 Medical Suppies.

1 Enrolleetransportation tand
from Network facilities wien
Enrolleetransportis Medically
Necessarwvill be arranged by
Medically Home based on the
most appropriate mode of
transportation which could be
ambulance, cabulance or
otherwise

1 Physician Asistant and Nurse
Practitioner hase calls.

1 Emergency Departent visits
associated with this benefit.

Thecod shaeis not waved andwill apply
to anysewicesthat arenot part of your
Advanced Carat Hometreatmen plan
(for example DME nat specified inyour
Advanced Care at ¢inetreatnentplan).

For outpatientprescription drugost
sharesseeDrugs- Outpatent Presription.

Exclusions: PrivateDuty Nursing; houskeeping or meaervicemat part of yourAdvanced Care at Home treatmglan
any care provided by or for a familgemter; anyother services rended in the hora which are not specified ingur
AdvancedCareat Hometreatmenplan
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Allergy Services

Preferred In-Network

In-Networ k

Out-of-Network

Allergytesting

Office visits:Enrollee
pays$10Copaymert for
primarycae provider
visits or $20 Copayment
for speialty care
provider \sits

Through age 17:
Enrollee mysnothing
for primarycare
provider servicesr $20
Copaymenfor specialty
care provider services

Annual Deductible and
Plan Coinsurance do no
apply to dfice visits
including surgery but
does aply to diagnostic
laboratory/adiology
servicesand visits at
outpatient lospital and
ambulatory surgical
centers

All other servicesAfter
Deductible Enrollee
pays10% Plan
Coinsurance

Office visits:Enrollee
pays$20Copaymert
for primarycare
provider visitsor $40
Copayment fo
specialty care mvider
visits

Through agel7:
Enrollee paysnothing
for primarycare
provider servicesr
$40Copaymenfor
specialty care provider
services

AnnualDeductible
and Pan Coinsurance
do not apply to office
visits including
surgery but doeapply
to diagnosic
labcratory/radology
savices and visits at
outpatient hospital anc
ambulatory surgical
centers

All other sevices
After Deductible
Enrollee pay$80%
Plan Coirsurance

After Deductibe,
Enrolleepays
50% Plan
Coinsurane

Allergy serum and injectins

Office visits:Enrollee

Office visits: Enrollee

After Deductible,

pays$10Copayment for | pays$20Copayment | Enrolleepays
primary care provider | for primary care 50% Plan
visits or$20Copayment | provider visits oi$40 | Coinsurance
for specialty care Copayment for
provider visits specialty care provide
visits
Through age 17:
Enrollee paysiothing Through age 17:
for primary care Enrollee paysiothing
provider services d¢20 | for primary care
Copayment fospecialty | provider servicesr
cae provider servies $40 Copaymenfor
spegalty careprovider
Annual Dedutible and | services
Plan Coinsurance do no
appl to office visis Annual Deductible
including surgery but and Plan Coinsance
does apply to diagnostig do not apply to office
laboratory/radiology visits including
CA-422323 16




services and visits at
outpatient hospital and
ambulatory surgical
centers

All other servicesAfter
Deductible Enrollee
pays 106 Plan
Coinsurance

surgery but des apply
to diagnostic
laboratory/adiology
services and visits at
outpatienthospital and
ambulatory surgial
centers

All other rvices:
After Dedutible,
Enrollee pays 30%
Plan Coinsurance

Ambulance

Preferred In-Network

In-Network

Out-of-Network

f
f

Emergencyambulance serge is covered

only when:

9 Transport to theneaed facility
thatcantreatyour conditon

1 Any other type of transport wtd
put your heath orsafay & risk

1 The senice is from dicensed
ambulance

1 Theambulanceransports you to

a location where you rese
coveral sevices

Emergeng air or seamedicd
transportationis covered only when:

The alve requiremerstfor
ambuance service are meind
Geograplc restaints prevent
ground Emergency transpation
to the nearest facility tht can
treat your cadition, or ground
Emergencyransportatio woud
put your healthor safey at risk.

After Deductible, Enrolleepays10% Plan

Coinsurace

After Deductible,
Enrolleepays50% Plan
Coinsurane

CA-422323
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Non-Emergencyground or air irterfaciity
trarsfer.

Under theSummit PPCNetwork option,
non-Emergency grournd or air interfacility
trarsferto or froma Preerredin-Network
Facility where you receiveovered
servicesvhenPreauthorizedby
KFHPWAO.

Underthe In- Networkoption, hosptal-to-
hospital graundtransferavhen
Preauthorizedby KFHPWAO.

Non-emergehair transporteation requies
Preauthaizaion.

After Dedudible, Enrdlee pays10% Plan

Coinsurance

Hospital-to-hospital ground transfers: No
chargeEnrollee paysnothing

After Deductble,
Enrolleepays50% Plan
Coinsurace

Cancer Screening and Diagnostic
Services

Preferred I n-Network

In-Network

Out-of-Network

Rouine cancer screeing coveral as
Prevertive Servicesn accordace with the
well care schdue estabishedby
KFHPWAO and he PatienProtecton and
Affordable Care Act 02010. The well
care schedule is avaidblein Kaise
Peamanentemedical caters at
www.kp.org/wa orupon reged from
Member ServicesSeePrevenive Seavices
for additonal information.

No chamge Enrollee
paysnothirg

No chage Enrollee
pays nohing

After Deductibe,
Enrolleepays50% Plan
Coinsurance

Diagnostic laboratornanddiagnastic Diagngstic laboratory | Diagrostic laborgory: | After Deductibk,
services forcance. See Diagnstic After Deductible, After Deductible, Enrolee pays50% Plan
Laboratoryand Radiologysevicesfor Enrollee pays10% Plan | Enrolleepays30% Coinsurarce
additional information. Preventive Coinsurance Plan Coinstance
laboratoy/radiologyservicesare coered
asPrevenive Service. Diagnosic radiology: Diagnogic radiology:

After Deductible, After Deductible,

Enrolleepays 10% Plan | Enrolleepays 30%

Coinsuarce Pan Coinsuance

High endradiology. High endradiology.

After Deducible, After Deductible,

Enrolleepays10% Plan | Enrolleepays30%

Coinsurance Plan Coinsurace
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Circumcision

Preferred In-Network

In-Networ k

Out-of-Network

Circumcsion

Hospital - I npatient:
After Deductible,
Enrolleepays10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsuance

Outpatient Services
Office visits:Enrollee
pays$10Copayment

Hospital - Inpatient:
After Deductibk,
Enrolleepays 30%
PlanCoinsurance

Hospital -
Outpatient:

After Dedctible,
Enrolleepays30%
Pan Cohsurance

Outpatient Services
Office visits: Enrollee

Hogpital - Inpatient:
After Deductible,
Enrolleepays50% Plan
Coinsurance

Hosptal - Outpatient:
After Dedictible,
Enrolleepays50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrolleepays50% Plan

for primary care pays$20Copayment | Coinsuance

provider visits 01$20 for primary care

Copaynentfor provider visits 01$40

specialty care provider| Copaymat for

visits specialty care provide
visits

Through age 17:

Enrollee paysiothing Through age 17

for primary are Enrollee paysiothing

provider services or for primary care

$20Copayment for provider services or

spedcalty care provider | $40Copaymenfor

services specialty care provide
services

Annual Deductible and

Plan Coinsurance do | AnnualDeductible

not apply tooffice and Plan Coinsurance

visits including surgery| do not apply to office

but does apply to visits including

diagnostic surgery lit does aply

laboratoy/radiology to diagnostic

services and visits at | laboratory/radiology

outpatient hospitaand | senices and visits at

ambulatory surgical outpatientospital and

ceners ambuatory surgical
centers

All other =1vices

After Deductible, All other services:

Enrollee pays 10% Plal After Deductible,

Coinsurance Enrollee @ys 30%
Plan Coinsurance

Circumcision is

covered in full for

newborns (up to 60

days in age)
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Clinical Tri als

Preferred In-Networ k

In-Network

Out-of-Network

Notwithstanding any other povision of
this documentthe Plan povides benefits
for Routine RitientCosts of quati ed
individualsin approvedclinical trials, to
the extent benefitforthese casts are
required byfedeal and state lav.

Routine patient costs iclude all items and
sewricesconsstent withthe coverag
provided in te plan (or ceerag that is
typicaly covered fora qualified individual
who is not enrolled in aiclical trial.

Clinical Trials are ghasel, phase |,
phaselll, or phase IV chicd trial that is
corducted in relation tothe prevenion,
detectionor treatmendf carcer or other
life-threaening dseag or conlition.” ife
t hreat eni n gansang disdaet
or condtion from whchthe likelihoad of
deat isprobable unlesthecouse of the
disease o condition is interrupted.

Clinical trials require Prasthorization.

Hospital - Inpatient:
After Deductilbe,
Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays$10Copaymeh
for primary care
provider viits or$20
Copayment for
specialty care prader
visits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$20Copayment for
specialty care provig
services

Annual Deductible and
Plan Coinsurancdo
not apply to office
visitsincluding surgery
but does apply to
diagnosic
laboratory/radiology
senices and visits at
outpatient hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Pla
Coinsurance

Hospital - Inpatient:
After Deductible
Enrolleepays ®%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrolleepays 30%
Plan Coinsurance

Outpatient Services
Office visits:Enrollee
pays$20Copayment
for primary care
provider visits 01$40
Copayment for
specialy care provier
visits

Throuwhage 17:
Enrollee paysiothing
for primary care
provider services or
$40Copayment for
specialty care provide
senices

Annual Deductible
and Plan Coingrance
do not apply to office
visits including
surgey but does apply|
to diagnostic
laboratory/raditogy
savices and visits at
outpatient hospital anc
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays50% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 50% Plan
Coinsurae

Outpatient Sewices
After Deductible,
Enrolleepays 50% Plan
Coinsurance

Exclusions: Routine patent costs do ot include: (i) the inwvestigdional item, device, orsewice, itsdf; (ii) itemsand
serviesthat are povidedsolelyto satisfy data cibection and analyis needsand that are not used irhedirect clinical
management of the patie or (ii) a sevice that is clearly inconsstentwith widely acepted anegahli shedstandards of

care br a @rticular diagnosis
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Dental Services and Denal Anesthesia

Preferred In-Network

In-Network

Out-of-Network

Dental service$i.e., routine care,
evaluationand treatrent)including
accidentalmjury to natural teeth.

Not covered;Enrollee
pays 1006 of al
charges

Not covered;Enrollee
pays 10046 of all
charges

Not covered Enrdlee
pays 1006 of all
charges

Dentd servicesin prepaation for
treatmenincluding but notimited to
chemotherapyradiationtherapy, and
organ transplants. édtal sevices in
preparation for treamentrequire
Preauthaization.

Dentd problems sub asinfedions
requiringemergeny treamentoutside of
standard business hag arecovered as
Emergercy Senices.

Hospital - Inpati ent:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,

Enrolleepays 10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays$10Copayment
for primaly care
provider visits 01520
Copayment for
specialty care provider
visits

Through age 17:
Enrollee paysnothing
for primary care
provider services or
$20Copaymentdr
specialty care provider
services

Annual Deductible and
Plan Coinsurance do
not apply to office
visits including surgery
but does pply to
diagnostic
laboratoryfadiology
services ard visits at
outpatienthospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Pla
Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 30%
Plan Consurance

Hospital -
Outpatient:

After Deducible,
Enrollee pays 30%
Plan Coinsurace

Outpatient Senvices:
Office vidts: Enrollee
pays$20Copayment
for primary care
provider visits 01$40
Copaymenfor
specialty care provide
visits

Through age 17:
Enrollee paysiothing
for primary care
providerservices or
$40 Copaymenfor
specialy care provider
services

Annual Deductible
and Plan Coinsurance
do not apply to office
visits including
surgery butloes apply
to diagnostic
laboratory/radiology
servies and visits at
outpatient hepital and
ambuldory surgical
centers

All other services:
After Deductible,

Enrollee pag 30%
Plan Coinsurance

Hospital - Inpatient:
After Deductible
Enrolleepays50% Plan
Coinsuance

Hospital - Outpatient:
After Deductble,
Enrolleepays 50% Plan
Coainsurance

Outpatient Sevices
After Dedutible,
Enrolleepays50%Plan
Coinsurance

Geneal areghesia serices ad rdated
facility chargesfor dertal proedures for

Hospital - Inpatient:
After Deductibe,

Hospital - Inpatient:
After Deductible,

Hospital - I npatient:
After Deductible,
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Enrdlees who areunder 7 yearof ageor
are physically or developmentally disabled
or havea Medical G@ndition where the
Enrolleé sedtiwould be put arisk if the
dental procedurewere performd in a
denist ' se. of f i c

Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10%Plan
Coinsurance

Enrolleepays30%
Plan Coinsurance

Hospital -
Outpatient:

After Dedutible,
Enrolleepays 30%
Plan Coinsurance

Enrolleepays50% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays50% Plan
Coinsuence

Exclusions: Dentis t 't aral sugeo n

s, dentaleare surgey, services anl appliances, itluding: treatmet of

accidentl injury to naural teeth reconstuctive suigery to the jawin preparation for drtal implants denal implants,
periodonal surgry; any other detal srvice notspecificdly listed ascovered

Devices, Equpment and Supplies (for
home u®)

Preferred 1n-Network

In-Network

Out-of-Network

Durable medical eqipment: Equipment
which canwithstand repeaté use, is
primarily and custonarily used to serve a
medical purposes wseful only in the
presence d an illnes or injury and is used
in the Enrolleé soméa

1 Examples of coveredurable nedical
equpment intudeshosital beds,
wheelclairs, walkers, crutchesanes,
bloodglucose nonitors, external
insulin pumpgincluding related
supplies sah astubing, syrirge
carridges,cannul@ andinserters)
oxygen andherental of equipment to
administeroxygen(including tubing,
conrectorsand masks)and
therapatic shoesmodificationsand
shoeinserts for seerediabetic foot
diseas. KFHPWAO will determinef
equipmentis made availale on a
rentd or purchase lsis.

I Orthopedicappliances Itemsattachel
to animparedbody segment fothe
purpose of protectirg the segmast or
asssting in redoration or
improvemaent of its function.

1  Ostony supplies Supplies brthe
removal of bodily ®cretions or \aste
through arattificial opening.

1 Postmagectany bragforms, limited
to 2 every 6 morits. Repgacenents
within this 6monthperiod ae
covaedwhenMedically Necasary
due to a change ithe Enrolleé s
condition.

1 Proghetic devces:ltems wlich

After Deductible,
Enrolleepays 10% Plan
Coinsuance

Custom arctsupports,
and fod insetslimited
to $300 maximum per

Enrollee per calendar
year

Annual Deductibie
does nd apply tostrip-
based bloodjlucose
monitors teststrips
lancets or control
solutions

After Deductible
Enrolleepays30%
Plan Cansurance

Custom arch suppts,
and foot insets
Allowance shared with
Preferred In-Network

Annual Deductble
does notapply tostrip-
based blod glucose
monitors, test #rips,
lancets or cortrol
soluions

After Deductible,
Enrolleepays50% Plan
Coinaurance

Custom arch supports,
and fmt inserts
Allowane@ shared with
Prefared In-Network
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replace albr part of an gterral body
part,or function thereof.

1 Salestax for devices, equipmenrdnd
supplies

9 Custom arch supporend foot inseg
not relatedo the treatment of
diabetes.

When provided n lieu of hospitalization,
benefits wil be the geate of benefits
available for devics, equipment ad
suplies, lome health or hospitaization.
See Advanced Care at Home for durable
medcal equipment provided in an
Advanced @re at Home settinbee
Hospicefor durabbe medicalequipment
providedin ahospicesetting

Repar, adjustment preplacemant of
applianesard equipment is covered \wen
Medically Necessary and apppriate.

Preathorization is rejuired for certain
servicesreferto Sction ll. G.
Preauthorization

Exclusions: Over-the-counterarch suports; orthopedc shoeghat arenot attached toan pliance; wigs/har prosthesis;
take-home dessings and sygies followinghogitalization; supplies, dessihgs, appliances, devices @ senices not
speifically listedas @vered aboe; same a®r similar equipmet already inthe Enrolleé possession; replacementor
repair due to Iss,theft, brealage from willful damage, negkt orwrongful use,or due topersmal preference; structural
modifications toa Enrolleé Bomeor pesonal vehtle

Diabetic Education, Equipment and Preferred In-Networ k In-Network Out-of-Network
Pharmacy Supplies
Diabetic educatian andtraining. Office visits:Enrollee Office visits: After Dedctible,
pays$10Copaynent for | Enrolleepays$20 Enrolleepays50%Plan
primary care provider Copaymentdr Coinsurane
visits a $20Copayment | primary care providel
for specialty care visits or$40
provider vists Copaymenfor
specialty care
Through age 17: provider visits
Enrollee paysothing
for primary care Through age 17:
provider services 0820 | Enrollee @ysnothing
Copayment fospecialty | for primary care
care provider services | provider services or
$40 Copayment for
Annual Deductible and | specialty care
Plan Coirsurane do not | provider services
amly to dffice visits
including surgery but Annual Deductilbe
does apply to diagnostid and Ran Coinsurance
CA-422323 23




laboraory/radiology
services and visits at
outpatient hospital and
ambulatory surgical
centers

All other services: After
Deductible, Enrdee
pays 10% Plan
Coinsurance

donot apply to office
visits including
surgery btidoes
appl to diagnostic
laboratory/radiology
services and vits at
outpatient hospital
and ambulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Diabetic equipmert: Blood glucose
monitorsand externkinsulin pumps
(including relatd suppliesuchastubing,
sylingecartridges, canmlaeand inserters)
andthergeutic shaes, mdlifications and
shoeinsers for severediabetic foot
diseaseSeeDevices Equipmentand
Supplesfor additional information.

After Dedctible,
Enrolleepays 10% Plan
Coinsurance

Annual Deduatible does
notapplyto strip-based
bloodglucosemonitors
ted strips lancetsor
contol solutiors.

After Deductible,
Enrolleepays30%
Plan Coinsurance

Annual Deductibe
does not applyd
strip-based blood
glucosemonitors test
strips, lancetsor
cortrol solutions.

After Deductible,
Enrolleepays 50% Plan
Coinsuane

Diabetic pharmecy supplies: Insuin,
lancets, lancet devisereedles insulin
syringesdisposablénsulin pens, gn
needes glucagn emergencykits,
prescriptive ord agentsand blood gluose
ted stripsfor a supplyof 30 dg/s or less
per item Cerain brand name ingdin drugs
will becovered athe generic levelSee
Drugs— Outpatient Prescriptiorfor
addtional phamacy information.

Preferred generic
drugs (Tier 1): Enrollee
pays$5 in Copayment
per 3Gdays p toa 90-
day sumply

Preferred brand name
drugs (Tier 2): Enrollee
pays $30 Copaymentper
30-days upto a90-day
supply

Non-Preferred gereric

and brand name drugs
(Tier 3): Enrolleepays

$65 Copaymentper 3-

days upto a 90day

supply

Preferred specidty
drugs (Tier 4): Enrollee
pays $150 Copayment
upto a30-day supply

Non-preferred
specialty drugs (Tier
5): Enrolleepays ®%
Coinsurance

Preferred generic
drugs(Tier 1):
Enrolleepays$15
Copaymentup to a
30-day swply

Preferred brand
name drugs (Tier
2): Enrolleepays$50
Copaymentup to a
30-daysupply

Non-Preferred
generic andbrand
name dugs (Tier
3): Enrolleepays$95
Copaymentup to a
30-daysupply

Preferred specidty
drugs (Tier 4):
Enrolleepays $150
Copaymentupto a
30-day supply

Non-preferred
specialty drugs
(Tier 5): Enrollee
pays ®%

Not covered; Enrollee
pays 100% of &l
charges
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Note: An Enrolleewill
not pay more tha$35,
not subject to the
Deductible, for a 30day
supply of insulin to
comply with state law
requirenents. Any cost
sharing paidwill apply
toward the anral
Deductible.

Annual Dedtctible does
notapply tostrip-based
bloodglucosemonitors,
test ¢rips, lancetsor
cortrol solutions

Coinsurance

Note: An Enrollee
will not pay nore
than 85, not subject
to the Deductiblefor
a 30daysupply o
insulin to compy
with stake law
requiranents Any
cost sharing paid wil
apply toward the
annualDeductible

AnnualDeductibe
does noapply to
strip-based mod
glucos monitors, teg
strips lancetsor
contol solutions

Diabetc retinal sreening. No charge Enrollee No chargeEnrollee | After Dedudible,
pays nathing pays nohing Enrolleepays50%Plan
Coinsurarce
Dialysis (Home and Outpatient) Preferred In-Network In-Network Out-of-Network
Dialysis in an outp#&tnt or hone setting is | Office visits:Enrollee Office visits: After Deductible,
coveredfor Enrollees with acute kidney pays$10Copayment for| Enrollee pays$20 Enrolleepays 50% Plan
failure orendstagerenal diseaseSRD). | primarycare provider Copaymenfor Coinsurance
visits or$20 Copayment | primary care provide
for specialty care visits or $40
provider visits Copayment for
specialty care
Through age 17: provider vists
Enrollee paysiothing
for primarycae Through age 17:
provider services 0820 | Enrollee paysnhothing
Copayment fospecialy | for primary care
care provider serees provider services or
$40Copaymaeat for
Annual Deductible and | specialty care
Plan Coinsurance do no provider services
applyto office visits
including surgery but Annual Deductilé
does apply to diagpstic | and Plan Coinsuranc
laboratory/radiology do not apply to office
servies and visits at visits including
outpatient hospétl and surgery but does
ambulatory surgical apply to diagnostic
centers laborabry/radiology
services andvisits at
All other services: After | outpatiet hospital
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Deductible Enrollee
pays 10% Plan
Coinsurance

and anbulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Injections alministered bya Providerin a
clinical setting during dialysis.

Office visits: Enrollee
pays$10Copayment for
primary care provider
visits or$20 Copayment
for specialtycare
provider visits

Through age 17:
Enrollee paysiothing
for primary care
provider services d§20
Copaymert for specialty
care provider services

Annud Deductible and
Plan Coinsurance do no
appl to office visits
including surgery but
does apply to dgnostic
laboratory/radiology
services and visits at
outpatent hospital and
ambulatory surgical
centers

All other servicesAfter
Deductible, Enrollee
pays 10% Plan
Coinsurance

Office visits:
Enrdlee pays$20
Copayment for
primary care povider
visits a $40
Copayment for
specialty care
provider visits

Through age 17:
Enrollee paysiothing
for primary care
provider services o
$40 Copayment for
specialy care
provider services

Annual Deductibé
ard Plan Coinsurancg
do not apply to office
visits includng
surgery but does
apply to diagnostic
laboratory/radiabgy
services and visits at
outpatient hospital
ard ambulatory
surgial centas

All other senices:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

After Deductible,
Enrolleepays50% Plan
Coinsurare

Selfadministered injectables. See Drgs—
Outpdient Prescripton for additiond
pharmacy information.

Preferred generic
drugs (Tier 1): Enrollee
pays % in Copayment
per 30days up to &0
day supply

Preferred brand name
drugs (Tier 2): Enrollee
pays$30 Copayment per|
30-days up to a 9day
supply

Non-Preferred generic

Preferred generic
drugs (Tier 1):
Enrolleepays$15
Copayment up to a
30-day supply

Preferred brand
name drugs (Tier
2): Enrolleepays$50
Copayment up to a
30-day supply

Non-Preferred

Not covere; Enrollee
pays 100% of all
charges
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and brand name drugs
(Tier 3): Enrolleepays

$65 Copaynent per 30

days upto a 90day

supply

Preferred specidty
drugs (Tier 4): Enrollee
pays $150 Copaymert
up toa30-day syoply

Non-preferred
specialty drugs(Tier
5): Enrolleepays 30%
Coinsurance

generic ard brand
name drugs (Tier
3): Enrolleepays 95
Copaymehup to a
30-day supply

Preferr ed specidty
drugs (Tier 4):
Enrolleepays $150
Copaymentup toa
30-day syply

Non-preferred
specialtydrugs
(Tier 5): Enrollee
pays 30%
Coinsurarce

Drugs- Outpatient Presaiption

Preferr ed In-Network

In-Network

Out-of-Network

Presciption drugs, sippliesand devices

Preferred generic

Preferred generic

Not coveed Enrollee

for a suppy of 30 days or lessincluding drugs (Tier 1): Enrollee | drugs (Tier 1): pays 100% of all

diabeticphamacy supplies (insulin, pays $ in Copaynert Enrolleepays$15 charges

lancets, lancetdevices, needles, insulin per30-days upto a 90 | Copaymentupto a

syringesdisposa#le insulin pens, pen day supply 30-day supply

needles ad bload glucosetest strips),

mentalhealth andwellnessdrugs, sdf- Preferred brand name | Preferred brand

admiristeredinjectablesmedicationgor drugs (Tier 2): Enrollee | name drugs (Tier

thetreatmentarising from sxual assau) pays$30 Copayment per| 2): Enrolleepays$50

and raitine wsts forpreription 30-days up ta 9Gday Copayment up to a

medcations provied in a clinical trial. supply 30-day supply

“Rouine costs ems itans andservices

ddiveredto the Enrolleethatareconsistet | Non-Preferred generic | Non-Preferred

with and typially coveredby the dan @ and brand name drugs | genelic and brand

coveiage for aEnrolleewho is not enrtbed | (Tier 3): Enrolleepays | name drugs (Tier

in a clinical trial. All drugs, suppies and $65 Copayment per 30 | 3): Enrolleepays 95

devices must be br Covered Sevices days up to é@0-day Copaymeat up to a
supply 30-day supply

All drugs, suppksand devces must be

obtained & aKFHPWAO-desgnated Preferred specidty Preferred specidty

phamacy excet for drugs dipersed for drugs (Tier 4): Enrollee | drugs (Tier 4):

Emergercy servicesor for Emergerty pays $150 Copayment Enrolleepays $150

sewrices obtaineautside of the up toa30-day sypply Copaymentupto a

KFHPWAQO Service Areaincluding out of 30-daysupply

the country. After thefirst fill , Non-preferr ed

maintenance dugs ae requied tobe filled | speciaty drugs (Tier Non-preferred

ata KFHPWAO Clinic or through 5): Enrolleepays ®% specialty drugs

KFHPWAQO mail order.Information Coinsurace (Tier 5): Enrollee

regardng KFHPWAO-designagd pays30%

pharmacies areeflected inthe Coinsurance

KFHPWAO Piovider Directory or can le | Annual Deductible bes

obtained by conteting Kaiser Pemanente | notapply to strip-based

Membe Services. bloodglucosemonitors, | Annual Deductible
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Presciption drugCog Shares apayale
at the time & ddivery. Certan brand name
inaulin drugsare cweredat the gened
drug Cost Share

Certain dugs are shjed to
Preauthaization asshown in the Prefered
druglist (formulary) avalable at
www.kp.orgivaformulary.

Enrolleesmay be eigible to reive a
emergry fill for certain prescrption
drugs filed outsde d KFHPWAQO' s
business hogror whenKFHPWAO
cannot reah the prescrberfor
conaultation. Far emergencyfill s,
Enrollees pay theprescription drug Cost
Share foreach7-day suply or less,or the
minimum packagng sze available atthe
time theemergencyill is dspensed. A list
of preription drugseligible for
emergencyfills is avdlable on the
phamacy webste at
www.kp.org/waformulary. Enrollees can
requestan energery fill by calling 1-855
505-8107.

In order D obtain thePreferred h-
Network, Enrollees must utlize designaed
phamades whichare reflededin the
KFHPWAO Provider Diredory, or canbe
obtained bycontacing Kaiser Pemanente
Member Seavices

For outpatient prescriptiodrugs and/or
items that areovered undethe Drigs—
OutpatientPregription sectbn and
obtainedat a pharmacy owned ard
opeatedby KFHPWA, an Enrollee may
be able taiseappoved manufacter
coupons as paymefdr the Cos Sharirg
that an Enrolleeowes,as dlowed under
KFHP WA’ onpoogrampAn Enrollee
will owe any aditional anount if the
coupon doesot cover the enire anount
of the CostShaiing for theEnrolleé s
prescription. When a Enrolleeuses an
approved coupn for paynent of tieir Cost
Sharing, theoypon amount and any
additiond paymaent that you makewill
accunulateto their Outof-Pocket Limit.
More information is availableregading
the Kaser Permanente apon pr@ram
rules and limitdbnsat kp.org/rxcaipons

test grips, lancetsor
control solutions

Note: An Enrolleewill
not pay morethan $35,
not subgct to the
Deductible for a 3Gday
suoply of insulin to
comply with statelaw
requrements.Any cost
sharirg pad will apply
toward the annual
Deductble.

does not aply to
strip-based blood
glucosemonitors, test
strips, lancetsor
control sdutions

Note: An Enrollee
will not pay moe
than $35, not subject
to the Deductiblgfor
a 30daysupply d
insulin to comply
with statelaw
requirements.Any
cost sharing paid will
apply obward the
annualDeductble.

CA-422323

28



http://www.kp.org/wa/formulary
http://www.kp.org/wa/formulary
../../../../OICFILE/FiledContracts/2023cts/PPO/Contracts/3-Tier-Summit%20PPO/Drafts/kp.org/rxcoupons

Injections admirstered by a Providerin a
clinical seting.

Office visits:Enrollee
pays$10Copayment for
primary care preider
visits or $20 Copayment
for specialty care
providervisits

Through agd 7:
Enrollee pag nothing
for primary care
provider servicesr $20
Copayment fospecialty
care provider s®ices

Annual Deductible and
Plan Coinsrance do not
apply to officevisits
includng surgery but
does apply to diagnostig
laboratory/radiology
savices and visk at
outpatient bspital and
ambulatory surigal
centers

All other services: After
Deductble, Enrollee
pays 10% Plan
Coinsurance

Office visits:
Enrolleepays$20
Copaynent for
primary care provider
visits or$40
Copayment for
specialty are
provider vists

Through agdl 7:
Enrdlee paysnothing
for primary care
provider services or
$40Copaymaet for
specialty care
provider services

Annual Deductible
and Plan Ginsurane
donot apply to office
visits including
surgery but does
applyto dagnostic
labordory/radiology
savices and visits at
outpatent hospital
and ambulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurace

After Dedudible,
Enrolleepays50% Plan
Coinsurance

Overthe-counterdrugs not includedunder

Not covered;Enrollee

Not covered;

Not coveaed; Enrollee

Prevettive Care or Reproductive Hedth. pays 100%of all chages | Enrolleepays 1006 | pays100% of all
of all charges chages
Mail order drugs dispensd through he Enrolleepays two times | Not coveed,; Not coveral; Enrollee
KFHPWAO-despnated nail order savice. | the prescrption drug Enrolleepays 100% | pays 100%of all
CostSharefor each ®- | of all chamges charges

day supplyor less

Annual Deductil# does
notappl to strip-based
blood glucose monitors,
teststrips, lancés or
control solutions

Note: An Enrolleewill
not pay nore than 85,
not subjecta the
Deductible,for a30-day
supply df insulin to

comply with statelaw
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regurements. Any cost
sharing pad will apply
toward tre annual
Deducible.

The KFHPWAO Preferred dug listis alist of presciption drugs,supplies,and deices canddered to hawe acceptatbe
efficacy,sdety and costeffectiveness.The Preferred drug list ismaintained by a ommitee onsistng ofagroup of
physicians, pharmadsts ard aconsuner represerative who review thescientiic eviderce of hese prducts and determine
the Preferred and Non-Preferred status aswvell asutilization maragementrequiremets. Preferred drug generally have
bette scientific evidence for safety and dfectiveness andaremore affordablethan Non-Prefared dugs.

Enrollees mayrequesa coverage déermination by contactng Member Servies Coverage dermination reviews may
include requests toover non-preferred drgs obtainPreauthorization for aspeific drug, or exceptions to other dilization
mangementequirements, sub as quartity limits.

Prescripion diugsare dugswhich hawe beenapprovedoy the Foodard Drug Admnistration (FDA) ad which aan, uncer
federd or statelaw, be dispersed only pursuant to apresription order. These drug, incuding df-labeluse of PA-
appoved drugs (providedthatsuch wse isdoaumented to beeffective in ore of the standad referene compendia; a
majority of well-desgnedclinical triak publishedin peerreviewed medical literature document inproved éficacy or
sakty of the agenbver sandard therapies, or overplacelo if no dandard therapesexist; or ty the fecerd secretaryof
Health and Humarservices)are cowered.” fndard refeence compendia 'meansthe American Hosptal Formulary
Senice — Drug Informatior the Ameican Madical Association Drug Evaluation the United Stites Pharmacopeia— Drug
Information, or other authottetive compendia sidertifi ed fromtime to time by thefederal secretary of Hedth andHuman
Sevices “ Reereviewed mettal literatue 'meansscientiic studes printed in health carejournals or otherpublicationsin
which origind marusaipts are pubthed only after bving beencritically reviewed for sientific accuracy, validity and
reliability by unbissed iné&épendenexpers. Peetreviewedmedicalliterature doesnot indude in-house piblications of
pharmacatical manufactiring conparies.

Genericdrugs are dispensevhereveravaileble. A generic drugisadrug thatis the fharmaceutical equivalent to one or
more bram namedrugs.Sud geneic drugs havebeen approved ty the Foodand Diug Administration as meting the
samestandardsof sdety, purily, strength and éécivenes as the bram name drugBrand nane dugs aredispensed if
there isnotageneic equvalent.In theeventthe Enrolleeelectsto purchase a brandname drug instead of the generic
equivalet (if availabk), the Enrolleeis respondile for paying thedifference in cost in addition to the presciiption drug
Cog Share, which does nd gpply to theOut-of-pocket Limi.

Drug averageis subjecto utilization managenent thatincludes steptherapy (when an Enrolleetries acettain medication
beforereceiving coveragefor a $milar, but nan-Preferred medication), limits on drug quatity or days supply ad
prevention of overuilization, uncerutilization, therapeuticduplication, dug-drug interactions incorrectdrug dosage, dug-
allergy contrandications ard dinical abuse/misise ofdrugs Mainterance dugs are usdon acontinuing bass for the
treatment of ctonic condtions If an Enrolleehas anew prescption for a chronic cndition, theEnrolleemay requesa
coordination of medications g thatmedicatonsfor chronic conlitions are refilled on the same schéule (synchronized).
Cog-sharesfor theinitial fill of the medtationwill be adustedif the fill is lessthan the stadad quantity. Pleasecontact
Membe Servicesfor more informabn.

Specalty drugs are hig-cast drugsprescribedoy a physician thatrequres closesupervision ard monitoring for serious
andor oompex conditions sud asrheumatoid athritis, hepattis or multiple sclerais. Speciaty drugs mustbe obtained
throughKFHP WA O prderred specialy pharmacyendor and/o netwoik of spegalty phamaciesand are coveredat the
appropiate cos shae alove Foralist of specialty drugsor more information about KFHP WA O’ s Itg gh&ntacya
network, please gdo the KFHPWAO websiteat www.kp.orgwaformulary or contad MemberServices at 206-630-4636
or toll-free at1-888-901-4636.
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The Enrolleed Right to Safe and Effedive Pharmacy Srvices Stateand federd laws edablish standads toassue safe
and efecive phamacy servces and b guarartee Enrollees’ right to know what dugs ae coveredand the coverage
limitatons. Enrollees who would like more information aboutthe drug coveragpolicies,or have a quetion orconcern
about treir prarmacy benefit,may contactKFHPWAO at 206-630-4636 or toll-free 1-888-901-4636 or by accesing te
KFHPWAOQO websit at www.kp.arg/wa.

Enrdleeswhowould like to knav more about thér rightsunderthe law,or think any ®rvices receved while enrolled may
not corform to the temsof the EOC, may contad the Washington StateOffice o Insuran@ Commissionerattoll-free 1-
800-562-6900. Enrollees who havea concern abouhe pharmacistsor pharmaies seving themmay cdl the Wasington
StateDepatment d Health dtoll-free 1-800-525-0127.

Prescription Drug Coverage and Medicare: This berefit, for puiposesof Creditable Coveragejs aduarialy equal o or
greater thatthe Medicare P& D pre<ription drug kerefit. Enrollees who are dso eligble for Medcare ParD can remain
coveredand will notbe subject to Medicareimposedate enpllment penattiesshould they decideto enroll in a Medicare
Pat D planat a later da however, theEnrolleecould beswbjectto paymen of higher Part D premumsif the Enrollee
subgqently has abreakin creditable ©verage of 63 mntinuous daysor longe before erdling in aPat D plan. An
Enrolleewho discontinues @verage must meeeligibility requiremeatsin order tore-enrol.

Exclusions: Over-the-courter drugs, suppliesand devices not requiring apre<ription uncer state w or regulations
including mast presription vitamins, exep as recommettedby the U.S. Peventive Sewices Task Force (USFSTF),
drugs and injectios for antidpated llnes while traveling; drugs and injections for cosnetic purposes;redacenert of lost,
stden, or danageddrugs or devices administration of excluded drugs ashinjectables drugs used n the treatment of
sexua dysfunctian disorders compoundswhich indude anonFDA approved drug; growth hormones for idiopahic short
staure withoutgrowth hormone defiercy; presription drugsproduds available over-the-courter or have a ove-the
counter dternative that isleerminedto betherapeutally interchangeeble

Emergercy Services Prefered In-Network | In-Network Out-of-Network
Emegeny Sewrices.See Seavn XllI. for a After Deductble, Enrdleepays $100 After In-Network
definition of Emergercy. Copaymentard 10% Plan Coinsurance Dedudible, Enrollee
pays $100Copaymernt
Emergercy servies inclue professond and 10% Plan
senices, teatment and sugdfes, facility Coinsurance

costs,outpaient chaigesfor patiert
observation, medical screering exams
requiredto stabilize a patieat and post
stabilization treatment

If an Enrolleeis admited asan inpatientor
to Advanced Care at Honarectly from an
emegency departmentany Emergency
savicesCopaymentis waived. Covergeis
subject to the hospital serviees MstShare.
Enrollees must naify KFHPWAO by way of
theHogital notification line within 24 hours
of ary admasion,or assom thereafter as
medically possble.

Under theSPNoption, follow-up care wlich
is a direct resultof the Emeigency must be
receivedfrom an In-Network Prowder,
unlessPreaithorizaton is received.

Under he Out-of-Netwark option, follow-up
carewhich is adired reallt of the
Emergeng is covered subjedb the Out-of-
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Network CostShares.

Gender Health Se vices

Preferred In-Network

In-Network

Out-of-Network

Medically Necesary medical and surgical
sewices for gender affirmation Consutation
and treatment requitereauthorizatbn.

Pregription drugs are covered he simeas
for any other condibn (see Drugs—
Outpatient Presciption for coverage).

Courselng services arecovered thesame as
for ary other condition (see Matal Hedlth
and Welhessfor coverage).

GenderHealthserwices reuire
Preauhorizaion.

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays$10Copayment
for primary care
provider visits 01$20
Copaymet for
specialty care provider
visits

Through age 17:
Enrollee paysiothing
for primary care
providerservices or
$20 Copayment for
spedalty care provider
sewices

Annual Deductible and
Plan Coinsurancead
not apply tooffice

visits including surgry
but does apply to
diagnostic
laboratay/radiology
servces and visits at
outpatient hospital and
ambuldory surgical
centers

All other services:
After Deductible,

Enrollee pays 10% Plal
Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 30%
Plan Coinsurance

Hospital -
Outpatient:

After Dedctible,
Enrolleepays 30%
Plan Coinsurance

Outpatient Services
Office visits:
Enrollee pays$20
Copaynent for
primary care provider
visits or$40
Copa/ment for
specialty care
provider visits

Throughage 17:
Enrollee paysothing
for primary care
provider services or
$40Copayment for
specialty care
provider serices

Annual Dedictible
and Plan Coinsuraec
do not apply to office
visits including
surgey but does
amly to diagnostic
laboratory/radiolgy
services andisits at
outpatien hospital
and ambulatory
surgical centes

All other services:
After Deductibk,

Enrolee pays30%
PlanCoinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays50%Plan
Cainsumarce

Hogpital - Outpatient:
After Deductible,
Enrolleepays 50% Plan
Coinsurance

Outpatient Services
After Deductible,
Enrolleepays50% Plan
Coinarrance

Exclusions: Cosmetc seavicesand sugery not related tgender affirmingreatment(i.e., face lift or calf implants)

complications of non-Covered Sevices
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Hearing Examinations ard Hearin g Aids

Preferred In-Network | In-Network

Out-of-Network

Heaing exams for hearing lossand
evaluationare covered.

Cochlea implantsor BoneAnchoed

Heaing System(BAHS) when in acordance
with KFHPWAO clinical criteria.
Preauthorization is required.

Covered sewvices forinitial cochkea implants
andBAHS include diagnostic testing, pre-
implart testng, implant surgery, post
implant fdlow-up, speecliherayy,
programming andis®ciated suplies (such
astransmitter calbe, and batteries).

Replacemendlevices anéssociateé supplies
— SeeDevices Equipment and Suppis
sedion

Hospital - Inpatient:
After Deductble,
Enrollee pays 30%

Hospital - Inpati ent:
After Deductible,
Enrolleepays 10% Plan

Coinsurance PlanCoinsurane
Hospital - Outpatient: | Hospital -
After Deductble, Outpatient:

After Deductible,
Enrolleepays 30%
Plan Coinsurance

Enrolleepays 10% Plan
Coinsuance

Outpatient Services
Office visits:Enrollee
pays $10Copayment
for primary care
providervisits or $20
Copayment fo
specialty care provider
visits

Outpatient Services
Office visits:
Enrolleepays$20
Copayment for

visits or$40
Copayment for
spedalty care
Through age 17 providervisits
Enrollee paysiothing
for primary care

providerservices or

Throudh agel7:

$20Copaymenfor for primaty care
spedalty care provider | provider services or
services $40Copayment for

specialty care
Annual Deductible and| provider services
Plan Coingsrance do
not appy to office
visitsincluding surgery
but dees apply to
diagnostic
laboratory/radiology
senices and visits at
outpatient hospital and
ambuldory surgical
centers

Annual Deductile

visits including
surgery but dog
apgy to diagnatc
laboratory/radiobgy

outpatient hospital
andanbulatory

All other rvices: surgical centers
After Deductible,
Enrollee pays 10% Plal

Coinsurance

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsuaince

primary care provider

Enrollee paysiothing

and PlarCoinsurance
do not apply to office

services and visits at

Hospital - Inp atient:
After Deduetible,
Enrolleepays50%
PlanCoinsurance

Hosptal -
Outpatient: After
Deductible, Enrollee
pays50%Plan
Coinsurance

Outpatient Setrvices:
After Deductible,
Enrolleepays 50%
Plan @insurance

Hearingaids induding fitting, follow-up
care moldsand repairs

Enrollee @ys nothirg, limitedto one ad per ear
during any onsecut/e 60-month period

After Allowance:Not covered;Enrollee pays
100 of all charges

Enrollee @ys nohing,
limited toone adl per
earduring any
consecutive 60-month
period(Allowance
shared with Preferde
In-NetworK
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After Allowance:Not
covered;Enrolleepays
100% of all charges

Exclusions: Programs ortreatnerts for heaing loss or heaing careincluding, butnot limited o, externdly worn hearing
or sumically implarted hearhg aids andhe surgery and servies necessay to implant them exceptas dscribed above
hearing sreaing tests equredunderPreventive Senices

Home Headlth Care

Preferred In-Network | In-Network

Out-of-Network

Home health arewhenthe following criteria
are mefimited to 130 visitper @lendar
year

1 Exceptfor patients receiving palliative
cae grvices, heEnroleemustbe
unabk to leavehome dueto a health
problem or illness. Unwillingnessto
travel and/or arrange for tragportation
does not cansttute irebility to leave the
home.

1 TheEnrolleerequiresintermittent
skilled home health cargas desribed
below.

1 KFHPWAO medicaldirector
determinesthat such serviceme
Medicdly Necessary ard are mat
appropliatdy renderedn theEnrolleés
home.

Coverd Sevices for homehedth caremay
indude thefollowing when encered
pursuantto a lome healh care planof
treament nursirg care; restorative physical,
occupdional, respratory and speet therapy;
durablemedcal equipmat; medicd sccial
worker andlimited home helh aide
Services.

Home healttservices ee corered an an
intermittentbasis in the Enrole€ bkome.

“ Itenmittent” means care thatis to be
rendeedbecawse ofa medcally predctable
recurring needfor skilled home heath care.
“ Slked homehealth c a rmedhs reaonable
and necessar care for he treatmentof an
illness orinjury which requres heskill of a
nurse or therapist, baed on the comexity
of the ®rvice and the ondition of the paient
and whichis performed directly by an
appraqriately licensed professiand provider.

Under theOut-of-Network option, home
heath caremug be pescrbed by aprovider

After Deductible, Enrolleepays 10% Plan
Coinsurance

After Deductibk,
Enrolleepays50% Plan
Coinsurance
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and provided by aStatelicensedhomeheath
agency.

Exclusions Private Duty Nursing; housekeepig or meal services; any care providedby or for afamily member, any oher

servies enderal in the homewhich do ot meet the definition of skilled home health cae abowe

Hospice

Preferred In-Network | In-Network

Out-of-Network

Hospie care when proided byalicensed
hospicecare progam.A hospte cae
programis a coodinated progamof home
ard inpaient cae, available 24hours aday.
This program usesan interdisciplinary team
of persanel to provide comfort and
suwpporive serviesto an Enrolleeand any
family membersvho are caiing for the
Enrollee who is expgeriencingalife-
threatenig diseasewith alimited prognosis
Theseseavices irtlude acute respie and
home are to metthe physccd, psyctosodal
and gecial needof theEnrolleeand their
family during the final stagesof illness. In
order b qudify for hospie care, the
Enrolleé providermustcettify thet the
Enrolleeis terminally ill andiseligible for
hospce servces.

Inpatient Hospice Servces.Respitecare is
coveerd to provide mntinuouscare of the
Enrdlee and allow tenporaryrelief to family
membersfrom the dutiesf caing for the
Enrolleefor amaximum o 5 conecutive
days per3-mont period of hospice cae.

Other covered hospice srvices when

billed by a licensed hospice gogram, may

include the following:

1 Inpatient andoutpdient senicesand
supplies for injuy ard ill ness

1 Semi-privateroom and baard, exaept
when aprivate roomis determinedto be
necessary.

1 Duraldle medical egipment when billed
by a licersed hospice cae program

After Dedutible, Enrolleepays 10% Plan
Coinsurance

After Deductible,
Enrolleepays50% Plan
Coinsurance

Exclusions: Private Duty Nursing; finarcial or legal counseliry sewices; medl sevices; anyservices povidedby family

members

Hospital - Inpatient and Outpatient

Preferred In-Network | In-Network

Out-of-Network

Thefollowing inpatient medical and surigal

servicesarecovered:

1 Roomand boad, including private rcom
when prescrbed, and geneal nursing

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Rin
Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 30%
Plan Coinsirarce

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan Qinsurance
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savices.

1 Hosptal sewices(includinguseof
operating oom, anestheg, oxygen,x-
ray, labaratory andradiotheiepy
services).

1 Drugsand meétations adrmistered
during confinement.

1 Medcal implans.

1 Wwithdrawalmanagemet sevices

Outpatiert hospitd includesambulatory
surgicalcerters.

Enrollees mustnotify KFHPWAO by way of
theHospital noftfi cationline within 24 haurs
of any admissiongr assoon theeater as
medicaly possibe.

Alternative care arangements malge
covera as a costeffecive dternativein lieu
of otherwi® coveredMedicdly Necessary
hosptalization or other Medically Necessary
ingitutional care with the consent ahe
Enrolleeandrecommendation from the
attending physicianor licensed healtbare
provider. Alternative cae arangemens in
lieu of coveredhosyital orother insttutiond
care must bedeeminedto be appopriate
and Medically Necessaly based upon th
Enrolleés Medicd Condition. Suchcareis
coveredto the sameextent the rephced
Hospital Care iscoveral.

Hospital - Outpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Hogpital -
Outpatient:

After Dedudible,
Enrolleepays 30%
Plan Coinsrance

Hospital -
Outpatient: After
Deductble, Enrollee
pays 50%Plan
Coinsuance

Exclusions: Take home drugs, dressingsandsupplies following hospializaion; intemally implanted insulh pumps,
cethathave not bea approved byKFHPWAQO's malicd director

artificial larynx and anyother implantable devi

Infertility (including sterility)

Preferr ed In-Network

In-Network

Out-of-Network

Genera counselingandone consutation
visit to diagmse inkttility condtions.

Office visits:Enrollee
pays$10Copayment
for primarycare
provider visits 01$20
Copayment for
specialtycare provider
visits

Throuwgh age 17:
Enrollee paysnothing
for primarycare
provider services or
$20Copayment for
spedalty care provider
services

Office visits:Enrollee
pays$20Copayment
for primary care
provider visis or$40
Copayment for
specalty careprovider
visits

Through age 17:
Enrollee paysiothing
for primary are
provider ®rvices or
$40Copayment for
specialty care proder
savices

After Deductible,
Enrolleepays50%
Plan Coinsurane
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Annual Deductibleand
Plan Coinsurance do
not apply b office
visits including surgery
but does apply to
diagnostic
laboratory/radicdgy
serviesand visits &
outpatient hospét and
ambulatory surgical
centers

All other srvices:

After Deductible,
Enrollee pays 10% Plal
Coinaurance

Annual Deductile

ard Plan Coinsurance
do not apply to office
visits induding
surgery but does appl
to diagrogtic
laboratoy/radiology
services and visits at
outpatient hospitand
ambulatey surgical
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan @insurance

Specificdiagnostic services, treatment and
prescription drugs.

Not covered; Enrollee
pays 100% of all

chages

Not covered;Enrollee
pays 100%of al
chages

Not coveed;
Enrolleepays100%
of all chaiges

Exclusions: Diagnosic testng and medicd treatnentof steility andinfettility regardlessof origin or case al charges
and related services for doror materials; all forms of atificial intervertion for any reasorincludingartificial insenination
andin-vitro fertilization; prognogic (predctive) geneic testing for the detection of congenital and herital# disorders;

surrogagy

Infusion Therapy

Preferred In-Network

In-Network

Out-of-Network

Administration ofMedically Necessary
infusiontherapy in an outpatnt setting.

Preauthorizion is regired.

Office visdts: Enrollee
pays$10Copayment
for primarycare
provider visits 01$20
Copaynent for
specalty care provider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider services or
$20Copayment for
specialty cargrovider
services

Annual Dedudible ard
Plan Coinstance do
not applyto office

visits including surgery
but does appito
diagnostic
laboratory/radiology
services andisits at
outpatient hospital and
ambulatory surgical

Office visits:Enrollee
pays$20Copayment
for primary are
providervisits or$40
Copayment for
specialty care provig
visits

Through age 17:
Enrolleepaysnothing
for primary care
provider services or
$40Copayment fo
specialtycareprovider
services

Annual Deductible
and Plan Coinsurance
do not apply tmffice
visits including
surgery but does appl
to diagnostic
laboratory/radiology
services andisits at
outpatient hospital ang
ambulatory surgical

After Deductible,
Enrolee pays50%
Plan Coinsirance
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centers

All other services:
After Deductible
Enrollee pag 10% Plan
Coinsurance

centers

All other servics:
After Deductible,
Enrdlee pays 30%
PlanCoinsurance

Administration ofMedically Necessay
infusion theapy n the homesetting

To receive Network bene§tforthe
admnistration of lect infusion medications
in the homesetting, be dugs must be
obtdanedthrogh KFHPWAO s preferred
specialty pharmacyndadmiristered bya
providerwe identify. For a list ofthese
specialty drugs or ér moreinformation
aboutKFHPWAO s specialty phamacy
network please gao the KFHPWAO
webste atwww.kp.org/wa/formiary or
contad Member Services

No chage,Enrollee
paysnothing

No chage,Enrdlee
pays nothing

Not cowered,;
Enrdleepays 100%
of all charges

Assaiated infusal medi@tionsincludes, but
is not limitad to:

1 Antibiotics.

1 Hydration.

1 Chemotherapy

1 P&an managenent.

To receie benefits for thadministrationof
selectinfusion medicationsin the home
setting,the drgsmust be obtained through
KFHPWAQO' s peadscialty pharmacy
and adminitered by a provider evidenify.
For a list of these spalty drugs oifor more
information about KFH®WAQO' s s pe(
pharmacynetwork,please gdo the
KFHPWAOQO websiteat
www.kp.om/wa/formularyor contact
Member Services.

After Deductible,
Enrolleepays 10% Plan
Coinsurance

After Deductible,
Enrolleepays 30%
Plan Coinsurance

Home séting: Not
covered; Enrollee
pays100%of dl
charges

Outpatient setting:
After Deductible,
Enrolleepays 50%
Plan Coinsuance

Laboratory and Radiology

Preferred In-Network

In-Network

Out-of-Network

Nudearmedcine,radiology, ultrasound and
labaatary services, including high end
radiology imaging servicessut as Q\T
scan, MRI and PH which are subjectto
Preauthorizaton except whenassoa@ted
with Emeigency sevices orinpaient
savices. PleasecontactMember Serveesfor
any quesions regardng these services.

Sevicesreceivedas pat of an emergercy

Diagnastic laboratory
After Deductible,
Enrolleepays 10% Plan
Coinsurane

Diagnosticradiology.
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Diagnostic laboatory:

After Deductible,
Enrolleepays 30%
Plan @insurance

Diagnostic adiology:

After Deducible,
Enrdleepays 306
Plan Coinsurance

After Deductibk,
Enrolleepays50%
Plan Cohsurance
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visit arecovered asEmergey Senices.

Prewentive laboratoryandradology rvices
arecoveredin accodance withthewell care
schedule egablishedby KFHPWAO and the
Paient Rotection and Affordable Care Act
of 2010 The wel care scledule is awilable
in Kaise Permanentenedical centers, at

www.kp.omy/wa, orupon reuest from
Memker Senices

High end radiolagy:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Urine Drug

Screening No charg,
Enrolleepays mthing.
Limited to 2 tests per
calendaryear. Benefis
are appliedn the order
claims are eceivedand
processed After
allowance After
Deductible Enrollee

High end radiology:
After Dedudible,
Enrolleepays 30%
Plan Coinstance

Urine Drug

Screening No charge,
Enrollee pays nothing
Limited to 2 testsper
calendaryear. Benefits
are applied in the
order daims ae
received and

procesed After

pays10% Plan allowarce After
Coinsurance Deductible Enrollee
pays30% Plan
Coinsurance
Manipulative Therapy Preferred In-Network | In-Network Out-of-Network

Manipulative therapy of the spe ard
extremities whenin accordance with
KFHPWAO clinical criteria, limited to a
combiredtotal of 20 visits per calendar year
without Preaulorization. Additional visits
arecoveedwith Preauthorization.

Rehabiltation servicessich as massage
physicaltheray, provided with
manipulations icovered uder the Massage
Therapy oiRehabilitation andHabilitative
Care pccupatioml, physical and spech
therapy,pulmonary ad cadiac
rehabilitation) andNeuralevelgpmental
Therapysectiors.

Office visits: Enpllee
pays$10 Copayment
for primary cae

provider visits 01$20
Copayment for

specialty care provider
visits

Through age 17
Enrollee paysiothing
for primary care
provider sevices or
$20Copayment for
specialy care provide
services

Annual Deductib® and
PlanCoinsurance do
not apply to ffice
visits including surgery|
but does apply to
diagnostic
laboratory/radiology
senices and visits at
outpatient hospital and
ambulatoy surgical
centers

All other senices:
After Deductible,
Enrollee pays 10%

Office visits: Enrollee
pays$20Copayment
for primary care
provider visits 01$40
Copayment for
specialty areprovider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider sevices or
$40Copayment for
specialty care mvider
sewvices

Annual Deductible and
PlanCoinsurance do
not apply to offie
visits including surgery
but does apply to
diagnostic
laboratory/radiology
services and visits at
outpatient hospital and
ambulatorysurgical
centes

All other services:
After Deductilde,
Enrollee pas 30%

After Deductilde,
Enrolleepays 50%
Plan Coinsurance
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Plan Coinsuance

Plan Consulance

Exclusions: Suppotive cae renceredprimarily to mantain thelevel of correction already adieved;care remlered
primarily for the convenienceof the Enrollee care rencered on a non-acue, asymptomaitc bass; chaigesfor any other
services thado not mest KFHPWAQ clinical criteria @& Medicdly Necessary

Massage Therapy

Preferred In-Network

In-Network

Out-of-Network

Visits with licensed massage thasts to
restore function immediatelyfollowing
illness injury or surgerylimitedto a
combined total oR0 visits per calenar year
without Preauthorizatian

Outpatientsevices requie a pescriptonor
order from a physician that reflects a written
plan of care to restoreunction

Office visits: Enrollee
pays$20Copayment
for specialty care
provider visits

Through age 17
Enrollee pay$20
Copayment fo
specialtycare provider
services

AnnualDeductibe and
Plan Cohaurance do
not apply to office
visitsincluding surgery
but does ap to
diagnostic
laboratory/radiology
senices and visits at
outpatient hospital and
amhulatory surgical
centers

All other servics:
After Dedutible,
Enrollee pys 10%
Plan Coinsurance

Office visits: Enrollee
pays$40 Copayment
for specialty are
provider visits

Through age 17:
Enrollee @ys$40
Copayment for
specialty care provider|
senices

Annual Deductible and
Plan Coinsuranedo
not appy to office
visitsincluding surgery
but does apply to
diagnostic
laboratory/radblogy
services and visits at
outpatient hospital and
ambulatory surigal
centers

All other services:
After Deductibg,
Enrollee pays 30%
Plan Coinstance

After Dedudible,
Enrolleepays50%
Plan Coinsurance

Exclusions: Recreational life-enhaning, relaxation o sewices designed teelieve or sothe symptors ofadiseae or
disorder without effecting cure (palliatie therapy) massageherapists pevertive sevices; any rvices not vithin the

scope ofthepractitio n slicénsure

Maternity and Preghancy

Preferred In-Network

I n-Network

Out-of-Network

Maternity care and pregharcy sevices,
including carefor complcations d
pregnang, in utero treatmert for the fetus
prenatal esting forthe detection of
congenital andheritable disederswhen
Medicdly Necesary ard prenatal and
postpatum careare coveredfor all femde
Enrollessincluding dependcent daghters
Prevertive srvicesrelatedto precmnception,
prenatal ard postpartumcareare covered as
Prevetive Sevicesinduding breasteeding
support, sugplies and counsetig for each

Hospital - Inpatient:
After Deductible,
Enrollee pag 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductble,
Enrollee pays 10%lan
Coinsurace

Outpatient Services
Officevisits: Enrollee

Hospital - Inpatient:
After Deductible,
Enrollee pay 30%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrollee pays30%
Plan Coirsurance

Outpatient Services

Hosgptal - Inpatient:
After Deductibe,
Enrolleepays50%
Plan Coinsurace

Hospital -
Outpatient: After
Deductibk, Enrollee
pays50%Plan
Coinsurance

Outpatient Seavices:
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birth when Medcally Necesay as
determinedby KFHPWAO' medical
direcor and inaccordancewith Boad of
Health standards for saeeningand
diagnogic tess duing pregnancy

Delivery andasodated Hosftal Care
includinghome lirths and lrthing centers
Home birhsare consdered outpatient
savices.

Donorbreastmilk will be covered during the
inpatiert hospital stay wienMedically
Necessary, mvided througra milk bank ad
ordered by a licensed Provider or bbva
certified lactation consunt.

Enrollees mud notify KFHPWAO by way of
the Hospitl notification line within 24 hours
of any adnission, or @ som thereafér as
medcally possible. The Enrolleeé provider,
in conaultation with the Enrolleg will
deternine the Enrolleé kength of inpaient
stay bllowing delivery.

pays$10Copayment
for primary care
provider visits 01$20
Copayment for
specialty care provider
visits

Through age 17:
Enrolleepaysnothing
for primarycare
providerservices or
$20Copayment for
specidty care preoider
services

Annual Deductible and
Plan Coinsurancedd
not apply to office
visits includingsurgery
but does apply to
diagnostic
labaratory/radiology
services and wits at
outpatient hospial and
ambuldory surgical
centers

All other sevices:

After Deductible,
Enrolleepays 10% Plan
Coinsurance

Office visits: Enrfiee
pays$20Copayment
for primary care
provider visits 01$40
Copa/ment for
specialty care provide
visits

Through age 17:
Enrollee paysiothing
for primary care
provider service or
$40Copayment for
specialty caregprovider
services

Annual Deductible
and Plan Cmsurance
do not aply to office
visits including
surgey but does apply
to diagnostic
laboratay/radiology
services and visits at
outpatient hogital and
ambulatory sugical
centes

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurane

After Deductible,
Enrolleepays 50%
PlanCoinsurane

Termination of pregnagy.

Hospital - Inpatient:
After Deductible,
Enrollee pays 1% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrollee pays 10% Plal
Coinsurance

Outpatient Services
Office visits:Enrollee
pays$10Copayment
for primary care
provider visits @ $20
Copayment for
specialty care provider
visits

Throuwgh age 17:
Enrollee paysiothing

for primary care

Hospital - Inpatient:
After Deductible,
Enrollee pays 30%
PlanCoinsurance

Hospital -
Outpatient:

After Deductible,
Enrollee pays 30%
Plan Goinsurance

Outpatient Services:
Office visits: Enrollee
pays$20Copayment
for primary care
provider vists or$40
Copayment fo
specialty cag provider
visits

Through agd 7:

Enrollee paysothing

Hospital - Inpatient:
After Dedudible,
Enrolleepays50%
PlanCoinsurance

Hospital -
Outpatient: After
Dedudtible, Enrollee
pays50%Plan
Coinsuance

Outpatient Setvices:
After Deductible,
Enrolleepays 50%
Plan Coinsuance
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provider services or
$20Copayment for
specialty care provider
services

Annual Dedudble and
PlanCoinsurance do
not aply to office
visits includng surgery
but does apply to
diagnostic
laboratory/raditbgy
services and visits at
outpatienthosytal and
ambulatory surgical
centers

All other services:
After DedLctible,
Enrdlee pays 10%lan
Coinsuance

for primarycare
provider services or
$40Copaymenfor
specialty care provide
services

Annual Dauctible
and Plan Coingance
do notapply to office
visits including
surgery but des apply
to diagnostic
laboratory/radiology
savices and visits at
outpatient hospitl and
ambulatory surgical
centers

All other services:
After Deductible,

Enrollee pay$80%
Plan Coinsurance

Exclusions: Birthing tubs geretic teding of non-Enrollees; fetal ultrasaind in theabsence ofmedicd indications

Mental Health and Wellness

Preferred In-Network

In-Network

Out-of-Network

Mental health and wellnesssewricesprovided
at the mog clinically appopriateand
Medicdly Neeessry level of mental healh
care intevenfon as dtermined by
KFHPWAQO' medcal direcor. Treament
may utlize psychiatric, psybologcal and/or
psychotherapy sevices b achieve these
objedives.

Mental health andwellnessservices
including medical management and
presciptions ae coveral the sane asfor any
other cordition.

Applied kehaviora aralysis (ABA) therapy,
limited to oupatient treatnent of anautign
spedrum disorderor, has adevelopmental
disalility for whichthere s evidene that
ABA therapy iseffective, as dagnosed and
pre<ribed ty a neuologist, pediatric
neurologist, developmentalpediatician,
psychologist opsychiatrist experiencedin
the diagnosis ard treatmrert of autism.
Documentddiagrosticassaesments,
individualizedtreament plansand progress
evaluations ae rejuired.ABA therapy
sewices require Preautlorization.

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plal
Coinsurance

Hospital - Outpatient:
After Dedctible,
Enrollee pays 10% Plal
Coinsurace

Outpatient Services:
Office visits: Enroliee
pays$10Copayment
for primary are
provider vBits

Through agd.7:
Enrolleepaysnothing
for primary care
provide services

Annual Deductible and
Plan Coinsurane do
not apply to office
visits includng surgery
but does ap to
diagnastic

Hospital - Inpatient:
After Deductible,
Enrollee pays 3%
Plan Coinsurance

Hospital -
Outpatient:

After Dedctible,
Enrolee pays 30%
Plan Coinsurance

Outpatient Services
Office vidts: Enrollee
pays$20Copayment
for primary care
provider vists

Through age 17:
Enrollee paysothing
for primary care
provider services

Annual Deductible
and Plan Coinsurarc
do not appt to office
visits including
surgery lit does apply

Hospital - Inpatient:
After Deductible,
Enrolee pays50%
Plan Ginsurance

Hospital -
Outpatient: After
Deductibk, Enrollee
pays 50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrollee pays50%
Plan Coinsuarce
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Services fo ary involuntary ourtordered
treatmet program shell be overed aly if
determined to be Medicaly Necesary by
KFHPWAOQO'’ medical drector. Senices
providedunde invaluntary conmitment
statues are coveed.

If aEnrolleeis adnitted asan inpatient
direcly from an emegercy department, ary
Emergercy servicesCopaymert is waived.
Coverage is subject to thehaospital services
Cost Shae. Enrollees mustnotify
KFHPWAO by way of the Hospital
noftification line within 24 hoursof any
admisdgon, or as soon theafer as medically
possble.

Mental heath and wellness sevices rendered
to treat mentaldisorders are overed Mental
Disorders means mental disorders cvered n
the mostrecent dition of the Diagnastic and
Statisticd Marual of Mental Disordes
publishedby the AmericanPsydiatric
Assocation, excepias otherwise excluded
under ®ctions M. or V. MentalHealth and
WellnessSevicesmears Medcally
Necessaryoutpaient srvices,Residentl
Treatmat, partial hositalization program
and inpatient serviesprovided by dicensed
fadility or licensed poviders, including
advanced pactice pychiatric nurses, mental
hedth and wellnesscounsebrs, matriage and
family therapsts ard socid workers, except
as othewiseexcluded urder Setions M. or
V.

Inpatient mental helth and wellness
savices, Resiegntial Treatmentand partal
hospitalization programs must beprovidedat
ahosptal or facility tha KFHPWAOQO has
approved specifically for the reatment of
mentaldisorcers Preauhorizaton is
required.

Outpatient speclty services, isluding
rTMS, ECT, andesketamineequire
Preautlorization. Rotine outgtient theapy
and psycratry servieswith cortracted
network providers do not redre
Preaithorization.

laboratay/radiology
services and visits at
outpatient hogital and
ambulatey surgical
certers

All other services:
After Deductible,
Enrollee pays 10% Plai
Coinsuance

Group Visits:
No charge;Enrollee
pays nothing

to diagnostic
laboratoryradiology
services and visits at
outpatient hospal and
ambulatory surgial
centers

All other srvices:
After Deductible,

Enrolleepays 30%
PlanCoinsurance

Group Visits:
No charge;Enrollee
pays nothing
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Exclusions Academt or @reercounseing; personabrowth or relgionshp enhacement; assessirt ard treatment
senvicesthat areprimarily vocational and academic; court-orderedor forensc treatment,including repats and summaes,
not considere Medically Necesary; wok or shool ordered assessmenid treatment nbconsderedMedically
Necesaty; counseling forovereding not mnsidered Malically Necessry; specialty treatment progranms suchas®  bhavior
madificationp r o g rnatmossidered Melically Necessary relationshipcounséing or phase of lié prodems ¢ code
only diagnoses); custodid care ; expermentl or investigational therapies suchaswilderness tlerapy

Naturopathy

Preferr ed In-Networ k

In-Network

Out-of-Network

Naturopatly, induding relatediaboraory
and radiobgy services.

Office visits: Enrollee
pays $10Copament
for primary care
provider visits

Through ge 17:
Enrollee paysiothing
for primary care
providerservices

Annual Deductible and
Plan Coinsurace do
not apply to office
visits including surgery
but does aply to
diagrogic
laborabry/radiology
services and visitsta
outpatient hepital and
ambulabry surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Plal
Coinaurance

Office visits: Enrollee
pays$20Copayment
for primary care
provide visits

Through age 7.
Enrollee paysiothing
for primary cae
provider services

Annual Deductible and
Plan Coinsurance do
not apply to office
visits includirg surgery
butdoes applyd
diagnostic
laboratoy/radiology
sewvices and visitsta
outpatienthospitaland
ambulatory surgical
centes

All other services: After
Deductble, Enrolee
pays 30% Plan
Coinsurance

After Dedutible,
Enrolleepays50%
Plan Coinsirance

Exclusions: Herbal suppgements; nutritional supplenerts; any servicesnot within the sope of the p

ractitione ’licensure

Newborn Services

Preferred In-
Networ k

In-Network

Out-of-Network

Newbomn sevices ae coveral the sane as
for any othercondition. Any Caost Sharefor
newbom services isseparatefrom that of the
mother.

Prevenive services for newborns arecovered
unde Preventive Services.

When an Enrollee gives birth, thewborn is
entitled to the benefits set forth in tR©C
from birth through 3weeks of ageAfter 3
weeks of age, no benefits are availaloiess

Hospital - Inpatient:
After Deductibk,

Enrollee pays 10% Plal
Coinsurace

Hospital - Outpatient:
After Deductible,

Enrollee pays 10% Plal
Coinsurance

Outpatient Services
Office visits: Erollee

Hospital - Inpatient:
After Dedudible,
Enrollee pays30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible
Enrollee pay80% Plan
Coinsurace

Outpatient Services
Office vidts: Enrollee

Hospital -
Inpatient: After
Dedudible, Enrollee
pays 50%Plan
Coinsuance

Hogital -
Outpatient: After
Deductible, Enrollee
pays 50%Plan
Coinsurace
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the newborrchild qualifies as a Dependent
and is enrolledSeeSecton VI. for
enrollment information.

pays $10Copayment
for primary care
provider visis or $20
Copayment for
specialty care preider
visits

Through age 17:
Enrolee paysothing
for primary care
provider services or
$20Copayment for
specialty are provider
services

Annual Deductile and
Plan Coinsurance do
not apply to offce
visits ircluding surgey
but does pply to
diagnosic
laboratory/radiology
services ad visits at
outpatient hospital ad
ambulatory surgical
centers

All other services
After Deductible,
Enrollee pays 10%lan
Coinsuance

pays$20Copayment
for primary care
provider vists or$40
Copayment for
specialtycareprovide
visits

Through age 17:
Enrollee paysicthing
for primary care
provider sevices 0r$40
Copayment for
specidty care provider
services

Annual Deductible and
Plan Coinsurance do
not apply to offie
visits including surgery
but does apply to
diagrostic
laboratory/radblogy
servies and visits at
outpatient hospital and
ambulatorysurgical
centes

All other sevices: After
Deductible, Enrollee
pays 30% Plan
Coinsurance

Outpatient
Services: After
Deductible Enrollee
pays50% Plan
Coinsuane

Nutritional Counselng

Preferred In-Network

In-Network

Out-of-Network

Nutritional coursding.

Savicesrelatedto a heathy dietto prevent
obesity ae cowered as Prevgive Services.
See Preventive @vices for additioal
information.

Office visits: Enrollee
pays$10Copayment
for primary care
provider viits or$20
Copayment for
specialty care prader
visits

Through agd 7:
Enrolleepaysnothing
for primary care
provider services or
$20Copayment dr
Specialty care pvider
services

Annual Deductible and
Plan Coirsurance do
not apply to office

Office visits: Enrollee
pays$20Copayment
for primary care
provider visits 01540
Copaynent fa
specialty are provider
visits

Throughage 17:
Enrolleepaysnothing
for primary care
provider services 0640
Copayment for
specialty care provider
services

Annual Deductible and
Plan Coinsurace do
not apply to office

After Deductible,
Enrolleepays50%
PlanCoinaurance
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visitsincluding surgery
but does apply to
diagnostt
laboratoryradiology
savices and \gits at
outpatient hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Plal
Coinsurance

visits including sugery
but deesapply to
diagnostic
laboratory/radiolog
services andisits at
outpatienthospital and
ambulatory surgical
centers

All other services: After
Deductible, Emllee
pays 30% Plan
Coinsurance

Exclusions: Nutritiond supplemets; weight control self-hdp programs omembersips, such asWeight Watchess, Enny

Craig, or othesuc programs

Nutritio nal Therapy

Prefared In-Network

In-Network

Out-of-Network

Medical formula necessary for thetreament
of phenylketonuria (FKU), specfiedinborn
errorsof metabolism or other metabolic
disorders

No chage; Enrollee
paysnothing

No chage; Enrollee
paysnothing

After Deductible,
Enrolleepays50%
Plan Coinsurance

Enteal therapy is covered when Medical
Necessity aiteria aremetand when given
through a PEG, tube, or orally or for an
eosnophlic gadrointestinal disorder.

Necessary guipment ard supplies forthe
adminstration of enteral theapy arecovered
asDevices Equipment and Supplies

After Deductible,
Enrollee paysl0%Plan
Coinsurane

After Deductible,
Enrollee pays 3% Plan
Coinsuance

After Dedudble,
Enrolleepays50%
Plan Coinsuance

Paenteral thergpy (total parenteral nutriti on).

Necesary equipment and supplies fothe
administration of parenteraltherapy are
coveredas Devices, Eqipment and
Supgies

After Deductible,
Enrollee pays 10% Plar
Coinsurance

After Deductible,
Enrollee pays 30%lan
Coinsurance

After Deductible,
Enrolleepays50%
Plan Coinsurance

Exclusions: Any other dietary formulas medcal foodsor oral nutritional supgdements that o notmed Medical Necessty
criteria or arenotrelaed tothe teatment of inbarn errorsof metabolism; specialdiets prepared foods/mead

Obesty Related Services Preferred In-Network | In-Network Out-of-Network
Senices drectly related to obesity, including | Hospital - Inpatient: Hospital - Inpatient: Not coveed;
bariatic surgery. After Deductible, After Deductible, Enrollee pays 1%
Enrolleepays 10%PIlan | Enrollee pay80% Plan| of all charges
Sewvices related to obesity sreening ard Coinsurance Coinsurance
coursding are overed & Prevertive
Sevwices. Hospital - Outpatient: | Hospital - Outpatient:
After Deductible, After Deductible,
Enrollee pays 10% Plaj Enrollee pays30% Plan
Coinsurance Coinsurane
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Outpatient Services
Office visits: Enrolée
pays$10Copayment
for primary care
provider visits 01$20
Copayment for
specialty care provider
visits

Throughagel?7:
Enrolleepaysnothing
for primary care
provider services or
$20Copaymentdr
specialty ere provider
services

Annual Deductible rad
Plan Coinsurance do
notapply to office
visits including surgey
but does apply to
diagnostic
laboratoryradiolagy
sewvices and isits at
outpatient hospital and
ambulatory surgical
centers

All other services
After Deductible,
Enrolee pays 10% Plar
Coinsurance

Outpatient Services:
Office vidts: Enrollee
pays $20Copayment
for primary care
provider visits 01540
Copayment br
specialty care provider
visits

Through age 17:
Enrollee paysiothing
for primary cae
provider servies or$40
Copayment for
specialy care provider
services

Annual Deductible and
Plan Coinsurance do
not gply to office
visits including surgey
but does apply to
diagnostic
laboratory/raiblogy
services and visits at
outpatient bspitaland
anmbulatory sugical
centes

All other servces: After
Deductible, Enrollee
pays 30% Plan
Coinsurance

Exclusions: All other dbesty treatment and treatent for morbid obesity including anymedical services,drugs, or
supplies, regadless ofco-morbidities, exept asdescrbed above; specidty treatnent programs suchas weight control sef-
help prograns or menberships, such asWeight Watchers, Jemy Craig or othersuch progrms; mediationsand related

physician visits for medicationmonitoring.

On the Job Injuriesor llin eses Preferred In-Network | In-Network Out-of-Network
Onthejob injuries or illnesses Hogital - Inpatient: Hospital - Inpatient: | Hosptal - Inpatient:
Not covered; Enrollee | Not covered Enrollee | Not covered
pays 100% of all pays 00%of all Enrolleepays100%
charges chages of all chages
Hospital - Outpatient: | Hospital - Hospital -

Not covered; Enrollee
pays 100% of all
charges

Outpatient Services
Not coverel; Enrollee

Outpatient: Not
covered; Enrolleepays
100% of all chages

Outpatient Services
Not coverel; Enrollee

Outpatient: Not
covered; Enrollee
pays100% of all
chages

Outpatient Services:
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pays 100%of all
chages

pays 100%of all
chages

Not covered;
Enrolleepays 100%
of all charges

Exclusions: Confinemert, trestmentor sewice hat restlts from an illness orinjury arising out of or in the courseof any
emgoymert for wage or pofit includinginjuries, illneses a conditions incured asa result ofself-employment

Oncology

Preferr ed In-Networ k

In-Network

Out-of-Network

Radiaton thergy, chemotherapy, oral
chemotheragpy.

See Infusion Therapy for infused
medications.

Radiation Therapy
and Chemotherapy:
Office vidts: Enrollee
pays$10Copayment
for primary care
provider visits @ $20
Copaymaeat for
specialty cee provider
visits

Through age 17:
Enrollee paysothing
for primary care
provider servicesr
$20Copayment for
specalty care provider
services

Annual Deductible and
Plan Coinsurance do
not appy to office
visits includng surgery
but does apply to
diagnostic
laboratory/radiology
services and visitst
outpatient hospital and
ambulatory surigal
centers

All other sevices:
After Deductible,
Enrdlee pay 10%
Plan Coinsurance

Oral Chemotherapy
drugs: Preferr ed
generic drugs(Tier
1): Enrolleepays$5
Copaymentper 30-
daysup to a 96day
supply

Preferred brand
namedrugs (Tier 2):

Radiation Therapy
and Chemaherapy:
Office visits: Enrolle
pays$20Copayment
for primarycare
provider visits 01540
Copaynent for
specidty care provider
visits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$40Copayment for
specialty care provide
servies

Annual Deductible aml
Plan Coinstance do
not applyto office
visits including
surgerybut doesapply
to diagnostic
laboratory/radiology
servicesand visits at
outpatienthospital and
ambulatory surgical
centers

All other services:
After Deductible,

Enrollee pa/s 30%
Plan @insurance

Oral Chemotherapy
drugs: Preferr ed
generic drugs(Tier
1): Enrolleepays $15
Copaynert up to a30-
daysupply

Preferred brand
name drugs (ier 2):
Enrolleepays$50

Radiation Therapy
and Chemotherapy:
After Dedutible,
Enrolleepays50%
Plan Cansurance

Oral Chemotherapy
Drugs:

Not covered;
Enrolleepays 100%
of all charges
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Enrolleepays $30
Copaymentper 3-
days up to a 9@lay
supply

Non-Preferred
generic andbrand
namedrugs (Tier 3):
Enrolleepays $65
Copayment per30-
daysup to a 9eday

supply

Preferred specialty
drugs (Tier 4):
Enrollee pays $150

Copayment up to a30-
daysupply

Non-Preferred
genericand brand
name drugs(Tier 3):
Enrolleepays$95
Copayment up to a30-

daysupply

Preferred specidty
drugs(Tier 4):
Enrolleepays $150
Copaymentup toa 30

day sypply

Copaymenuptoa30 | Non-preferred
day sypply specidty drugs (Tier
5): Enrolleepays30%
Non-preferred Coinsurance
specialtydrugs (Tier
5): Enrolleepays30%
Cainsuraice
Optical (vision) Preferred In-Network | In-Network Out-of-Network

Routine eyeexaminationand refractions.

Eye and contact lens examinaions for eye
patology ard to monitor Medical
Conditions,as often as Medically Necessary.

Routine Exams:

Not coverd; Enrollee
pays 1006 o all
charges

Exams for Eye
Pathology:

Office visits: Enrollee
pays$10Copaymat
for primary care
provider visits 01$20
Copayment for
specialty are provider
visits

Through age 17:
Enrollee payshothing
for primary care
provider services or
$20Copaynent for
specialty care provider
services

Annual Deductible and
Plan Coinsurancdo
notappl to office
visits including sugery

Routine Exams

Not covereal; Enrollee
pays D0% of dl
charges

Examsfor Eye
Pathology:

Office visits: Enrolle
pays$20Copayment
for primary care
provider visits 01540
Copaymenfor
specialty care provide
visits

Through age 17:
Enrollee paysothing
for primary care
provider serices or
$40 Copayment for
specidty care povider
services

Annual Deductible
and Plan Coinsurance
do not gply to office
visits including

Routine Exams
Not coverel;
Enrolleepays 1006
of dl charges

Examsfor Eye
Pathology:

After Deductilte,
Enrolleepays 50%
Plan Coingirance
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but doesapply to surgery btidoes apply

diagnostic to diagnostic

laboratory/ratblogy laboratory/radiology

services and visits at services and visits at

outpatient hospital and | outpatientospitd and

ambulatory surgical ambulatorysurgical

centers ceners

All other services: All other sewices:

After Deductible, After Deductible,

Enrollee pays 10% Plaj Enrollee @ys 30%

Coinsurance Plan @insurance
Contact lensesor framedlenses for eye Frames and Lenses: Frames andLenses: Frames and Lenses:
pahology when Medically Necesary. Not coveral; Enrollee | Not coverad; Enrollee | Not covered;

pays 10®% of all pays 100% of all Enrolleepays 100%
One contactlensperdiseasedye in lieu of charges charges of all charges
anintraccular kensis coveaedfollowing
caaract sugery provided theEnrolleehas Contact Lensesor Contact Lenses or Contact Lenses or
been ontinwusly coered byKFHPWAO Framed Lenses for Framed Lenses for Framed Lensesfor
since sich surgery. In theevent an Enrolleé g Eye Pathology: Eye Pathology: Eye Pathology:
age ormedical condtion prevents the After Deductible, After Deductible, After Deductible,
Enrolleefrom having anintraocular lensor Enrollee pgs 10% Ran | Enrollee pas 30% Enrolleepays50%
contect lens, famel lenses ege available. Coinsurance Plan Coinsurance Plan Ginsurance
Replacement d lensedor eye patology,
including following caaract sugery, is
covered only oncewithin a 12-month period
and only when reedeal due toa changein the
Enrolleé prescription.

Exclusions: Routine eye xaminations; geglassesgonact lenses, contat lens @aluatians, fittings and examindions nd
relaedto eye pathobgy; orthoptic therapy (i.e., eye traiing); evauations am surgical proceduredo correct refractions not
relatedto eye pathology andcomplcdionsrelated tosuch procedires

Oral Surgery Preferred In-Network | In-Network Out-of-Network
Redudion of afracture or dislocation of the | Hospital - Inpatient: Hospital - Inpatient: Hospital - I npatient:
jaw or facialbones; excision d tumorsor After Deductible, After Deductible, After Deductible,
nondentalcysts d thejaw, cheeks,ips, Enrollee pays 10% Plal Enrollee pays30% Enrolleepays50%
tongwe, gums roof and floor of the mauth; Coinsurance Plan Coinsurance PlanCoinsurance
andindsion of sdivary glandsand ducts.

Hospital - Outpatient: | Hospital - Hospital -
KFHPWACQ's medcal diredor will After Deductible, Outpatient: Outpatient: After
determinewhetherthe cae or treament Enrollee pays 10% Plal After Deductible, Deductible, Enrollee
reguredis within the @tegay of Oral Coinsurance Enrollee pays 30% pays50%Plan
Surgery or DentalServices. Plan Coinsuance Coinsuance

Outpatient Services:
Office visits: Enrolee | Outpatient Sevices. | Outpatient Savices:
pays$10Copaynent Office visits: Enrollee | After Deductible,

for primary care pays $20 Copayrert Enrolleepays50%
provider visis or $20 for primay care Plan Coinsurace
Copayment for provider visits or$40

specialty care provider| Copayment for

visits specialty care provide
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Through age 17:
Enrolleepays nothing
for primary care
provider services or
$20Copayment for
specialty car@rovider
sewices

Annud Deductibleand
Plan Coinsuraredo
not apply to office
visits induding surgery
but does apply to
diagnostic
laboratory/radiology
services andisits at
outpatient hospitalrad
ambulatory surgical
centers

All other services:
After Dedutible,
Enrolleepays 10% Plan
Coinsurance

visits

Through age 17:
Enrollee paysiothing
for primary care
provider serveesor
$40Copayment for
specalty care provider
services

Annual Deductible
and Pla Coinsuance
do not app} to office
visits including
suigery but does apply
to diagnostic
laboratory/radology
services and visits at
outpatient hospital ang
ambulatory sirgical
centers

All other sevices:
After Deductible,
Enrollee pays 30%
Plan Coinstance

Exclusions: Care or repar of teeth or dertal structuresof any type tooth extractionsor impacted teethservices reléed to
malocclusion; services to @rrect themisalignment or mdposition of teeh; any other services to the nouth, fadal bores o

teeth which arenot medcal in natue

Outpatient Services

Preferred In-Network

In-Network

Out-of-Network

Coveredoutpatent melical and surgical
sewvicesin a provid e roffice, including
chronic diseasemanagemat andtreatment
arising from sexual agaut. SeePreentive
Sewvices for additional information relaed b
chroric disessemanagmert.

Office visits ncludevisits provuded in a
clinic. All other services performed in the
office, not biled asan office visit, orthat are
not relatedo the actal visit
(laboratory/adiology fees billed in
conjunction wth the office visit for
example) are not considerend ctfice visit.

SeeHospital- Inpatient am Qutpatient for
outpatient hospitalmedical andsurgical
services, including ambuatory sumical
cengrs.

Office visits Enrollee
pays $10Copayment
for primary care
provider \isits or$20
Copayment for
specialy care provide
visits

Throughage 17:
Enrollee paysiothing
for primary care
provider services or
$20Copayment for
specialty care provider
services

Annual Dedetible and
Plan Coinsurane do
not appy to office
visitsincluding surgery
but does applyat

diagnostic

Office visits: Enollee
pays$20Copayment
for primary care
provider vists or$40
Copayment for
spedalty care provider
visits

Through age 17:
Enrollee @ys nothing
for primary cae
provider services or
$40Copayment for
specialty cag provicer
sewices

Annual Deductibé
and Plan Coinsurece
do not apply to office
visits induding
surgey but does apy

to diagnostic

After Dedctible,
Enrolleepays50%
Plan Coinsurance
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laboratory/radiolgy
services and visits at
outpatient hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 0% Plan
Coinsurance

laboratory/radiology
services and vits at
outpatient hospitend
ambulatory surgical
centers

All other services:
After Deductble,

Enrolles pays 30%
Plan Coinsurance

Plastic and Reonstructive Surgery

Preferred In-Network

In-Network

Out-of-Network

Plastic ard recongructive services

1 Correction of acongenital dsease o
congenital anomaly.

9  Correction ofa Medcal Condition
following an njury or resulting from
surgery which hagproduced a major
effect on theEnrolleés gppeaance,
when in the opinion of KFHPWAO' s
medcd directorsud servces can
reasonahly be expected to correct the
condition

1 Reconstrudive surgery andassaiated
procedues,including internal breast
proghesesfollowing a madectomy,
regardlss ofwhen tte mastctomy was
performed. Enrdlees are cwered for all
stages ofreconstrudbn a thenon
diseaed breast toproduce asymmetrical
appeaarnce. Complcaitons of coveral
madedomy senices,including
lymphedenas, are covered.

Reconstructivebreast surgey requres
Preauthorizaion.

Hospital - Inpatient:
After Deductible,
Enrollee pays 0% Plan
Coinsurance

Hospital - Outpatient:
After Dedudible,
Enrollee pays 10% Plal
Coinaurance

Outpatient Services
Office visits: Enrollee
pays$10Copayment
for primay care
provider visits 01$20
Copayment for
specialty care provider
visits

Through agel7:
Enrollee paysothing
for primary care
provider services or
$20Copayment for
spedalty care povider
services

Annual Deductible and
Plan Coinsurance do
not appy to office
visits including surgery
but does apply to
diagnostic
laboratory/radblogy
savicesand visitsat
outpatier hospital and
ambdatory surgical
centers

All other services:

Hospital - Inpatient:
After Deductible,
Enrolee pays 30%
Plan Coinsurance

Hospital -
Outpatient:

After Dedudible,
Enrollee pays 30%
Plan Coinsurance

Outpatient Services
Office visits:Enrollee
pays$20 Copayment
for primary care
provider visits 0$40
Copayment for
specialtycare provider
visits

Through age 17:
Enrollee paysothing
for primarycare
provider services or
$40Copaymenfor
specialty cae provider
services

Annual Dedudble
and PlarCoinsurance
do not apply to office
visits including
surgery but doeapply
to diagnostic
labordory/radiology
services and visits at
outpatient hospé and
ambulatory surgicé
centers

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan Cansurance

Hospital -
Outpatient: After
Dedutible, Enrollee
pays 50% Plan
Coinsuance

Outpatient Services:
After Deductible,
Enrolleepays50%
Plan Coinsuance
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After Deductible,
Enrollee pays 10% Plar
Coinsurance

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurace

Exclusions: Cosmeic servicesincluding treamert for complicaionsresultirg from cosmetic surgery; cosmetic surgey;

complicationsof nonCoveral Services

Podiatry

Preferred In-Network

In-Network

Out-of-Network

Medically Necessay foot care.

Routine foot cae covered wha suchcaeis
directly relatedto the treatment of diabetes
andother clinical condtions thataffect
sensation ashcirculation b the fed.

Office visits: Emrollee
pays$10Copayment
for primary care
provider visits or$20
Copayment for
specalty care povider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider servtes or
$20Copayment for
specialty care provider
services

AnnualDeductile ard
Plan Coirsurance do
not apply to office
visits including surgery
but does app to
diagnosic
laboratory/radiology
services and visits at
outpatient hospital ah
ambulatory argical
ceners

All other services:
After Deductible,
Enrollee @mys 10% Ran
Coinsurance

Office visits Enrollee
pays$20Copayment
for primary care
providervisits or$40
Copayment for
specialty care provide
visits

Through age 17:
Enrollee paysiothirg
for primaty care
provider services or
$40Copayment for
specialy care povider
services

Annual Deduetible
and Plan Coisurance
do not apply to office
visitsincluding
surgery but does apply
to diagnostic
laboratory/radiology
services andisits at
outpatient hosijtal and
ambulatory surgical
centers

All other servces:
After Deductible,

Enrollee pays 8%
Plan Coinsurance

After Deductible,
Enrolleepays50%
Plan Coinsuarnce

Exclusions: All other routine foot care

Preventive Services

Preferred In-Network

In-Network

Out-of-Network

Preventive frvicesin accordance with the
well care schelule estdlishedby
KFHPWAQO. The well care schedule is
available inKaiser Pamanente medical
cenkers atwww.kp.om/wa, or pon reques
from Membe Sewices

No charge Enrollee
paysnathing

No chargeEnrollee
paysnothing

After Deductible,
Enrollee pays50%
Plan Cansurance

Routine
Mammography:
After Deductble,
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Screaning and tests \h A andB
remmmendaionsby theU.S. Prevenive
Sewices Task Force (USPSTF).

Services,testsand screning cortained in the
U.S. Health Resourcesand Sewvices
Administration Bright Futures guideinesas
se forth by he American Acadeny of
Pediatricias.

Services teds, screening ard sipplies
recommencedin the U.S. Health Resouces
and rvicesAdministration women’'s
prewertive andwellnes sevices guidelines.

Immunizaionsrecomnended by he Caters
for DiseaseContol sAdvisory Commitee
on Immunization Pradices.Flu vaccines are
coveredup to the Allowed Amountwhen
providedby anon-Network Provider.

Preventive savicesinclude but arenot
limited b, well adultandwell child physcal
examinaions;, immuniations and
vaccinaions, female serilization; ; prefered
over-the-counter drugs as recommended by
theU.S. Prevenitive Services ask Force
(USPSTH when obtained with a
preription; pap snears; preventive sevices
relatal to preconcepton, preratal and
post@rtum care; routinemammogragy
screenng; routine prostate screenng;
coloredal canaer screening for Enrollees
who are aget5 or older or who areunderage
45 and & high risk; obesity
screenng/oounseling hedthy diet; and
physicalactivity counseing; depression
screeningin adults including maemd
depression, pre-exposure Ryphylaxis (PrEP)
for Enrollees at highrisk for HIV infedion,
screaing for physical mental, sexud, and
reproductive health carnealsarisingfrom a
sexud assult.

Preventive care for chront disease
managemenincludes treamentplans wth
regular nonitoring, coordinaion of care
betweenmultiple providers and settigs,
medcation managment evidencebased
care qudity of care measurementand
resuts, andeducation ard tools for patient
sdf-management supportin the evert
prewertive, wellnessor chronic care
managenent savices ae not available from
a Preferredn-Network Provider Out-of-

Enrollee pays 50%
Plan Coinswance
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Network Providers may providethese
sewices without Cost Shae when
Preautlorized.

Services provided during aprevertive
servesvisit, induding laboratoryservices,
which ae not in accordance with the
KFHPWAOQO well care sbedule are subjedb
CostSharesEyerefractionsare notincluded
under prewertive services

Exclusions: Those patts of anexamnation and aciated reports and immunizadions that ae not deemedMedically
Necesaly by KFHPWAO for early degedion of diseasgall other diagnosticservices not otherwisestated above

Rehabilitation and Habilitative Care
(occupational, physical and spesch
therapy, pulmonary and cardiac
rehabili tation) and Neurodevelopmenal
Therapy

Preferred In-Network

In-Network

Out-of-Network

Rehalilit ation sewicesto restore furction
following illness, injury orsurgey, limited

to thefollowing resbrative therapies:
occuatioral theapy, physical therapy, ard
speech therapy Servicesarelimitedto those
necessarto restoreor improve functiond
abilities when physical, sensad-percepual
and/or canmunicdion impairmentexists due
to injury, illness orsurgey.

Outpatient servicesrequire a presciption or
order from a physicianthat reflects awritten
plan ofcareto restoe furction andmust be
provided bya renabilitation team thatmay
indudea physidan, nurse, physical theapist,
occupationdtherapist or speeh therapist.
Preauthorization is notrequired.

Habilitative are includesMedcdly
Necessargavicesor devicesdesignedo
help an Enrolleekeep, learn, or mprove
skills and functioning for daily living.
Services mayinclude ocaupaional therapy,
physical therapy, speech therapy when
prescribed by aphysician Examges include
therapy for a bild who isnot walking or
talking & the expead age. These seives
may include physical ard occupational
therapy, speeh-langua@ pathology ard
other sewices for peoplewith disabilitiesin a
variety of inpatent andbr outpatient setings.

Neurodeviopmental therapy to restae or
improve functionincluding mainteancein

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plai
Coinsurance

Outpatient Services:
Office visits: Enrdlee
pays$20Copayment
for specalty care
provider visits

Throughage 17:
Enrollee pays$20
Copaymentdr
specialty care provider
servies

Annual Deductible and
Plan Coinsurance do
not applyto office

visits including sirgery
but does appito
diagnostic
laboratory/radioloyg
services ad visits at
outpatient hospital and
ambulatory surgical
centers

All other services:
After DedLctible,
Enrollee pays 10% Plal
Coinsurance

Group visits

Hospital - I npatient:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Outpatient Services
Office visits: Enrollee
pays$40Copaymat
for specialty care
provider visits

Through age 17:
Enrollee payss40
Copayment for
specialty care provide
services

Annual Deductible
and Pan Coinsuance
do rot apply to office
visits including
surgery lit does pply
to diagnost
laboratoryradiology
servicesand visits at
outpatient hospitalrad
ambulatorysurgical
centers

All other services:
After Deductible,

Enrollee pag 30%
Plan Coirsurance
Group visits

Hospital - I npatient:
After Deducible,
Enrolleepays50%
Plan Coinsuance

Outpatient Services
After Deductible,
Enrolleepays50%
Plan Caonsurance
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casehere significantdeteriorationin the
Enrolleé s itian walld result withou the
services limited to thefollowing therapies
occypaional therapy, physica therapy and
speechtherapy. There is ro visit limit for
Neurode@lopmentd Therapyservices.

Limitedto a combined total of 60 inpatient
daysand 60 outpdient visits per calendar
yea for al Rehabilitation, Hahili tative cag,
and cardiacandpulmonay rehakilitation
services.

Services with mentahealh diagnosesre
covered with no limit.

Inpatient rehabiltation services rejuire
Preathorizaion.

(occupdional,
physical, speech
therapy or learning
senices: Enrolleepays
one haf of the office
visit Copaymet

(occupational,
physical, speech
therapy or learning
services): Enrolleepays
one lalf of the office
visit Copaymet

Cardiacrehabiltation is coveedwhen
clinical criteriaaremet.

Limitedto acombinedtotal of 60 inpatient
days andb0 outpatientvisits percalendar
year forall Rehabilitition, Habilitative care,
cardiac and pulmonary rehabdiiion
services.

Office visits: Enrollee
pays$20Copayment
for specialty cae
provider vBits

Through age 17:
Enrollee$20
Copayment for
specialtycare provder
services

Annual Deductible and
Plan Coinsurance do
not apply tooffice
visits including surgry
but does aply to
diagnostic
laboratory/radiolgy
servicesard visits at
outpatient bspital and
ambulatorysurgical
centers

All other servies
After Deductible,
Enrollee pays 10% Plal
Coinsurance

Office visits: Enrolle
pays $40Copayment
for specalty care
provider visits

Through age 17:
Enrolleepays$40
Copayment for
specialty cargrovider
services

Annual Deductible
ard Plan Coinsurare
do not gply to office
visits including
surgery but does apply
to diagnostic
labaratory/radiology
servicesand visits at
outpatient hospital ang
ambulatory stgical
centes

All other services:
After Deductible,
Enrollee pays 30%
Plan insurance

After Deductble,
Enrolleepays50%
Plan Coinsurace

Pulmorary rehalilitation is coveredwhen
clinical criteriaaremet.

Limited to a combined ttal of 60 inpatient
daysand 60 outpatent visits r calendar
year forall Rehahilitation, Habilitative care,
cardiac and pulmonary ehabilitation
services.

Office visits: Enrollee
pays$20Copayment
for specialty care
provider visits

Through age 17:
Enrollee pay$20
Copaymenfor

Office visits: Emollee
pays $40Copayment
for specialty care
provider visits

Through age 17:
Enrolee pays$40
Copayment for

After Deductible,
Enrolleepays50%
Plan Coirsurance
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specialtycare proviler
services

Annual Dedudble and
Plan Coinsurance do
not apply to office
visits including surgery
but does apply to
diagnostic
laboratory/radblogy
services and visitat
outpatient hogital and
ambulatory surgical
centers

All other servies:
After Deductible,
Enrollee pays 10%lan
Coinsurance

specialty care mvider
services

Annual Dedutible
and PanCoinsurane
do not app} to office
visits including
surgery but does apply
to diagnetc
laboratory/radiology
services and visits at
outpatient hospital ang
ambulatorysurgical
centers

All other services:
After Deductible,
Enrollee pays 3%
Plan Coinsirance

Exclusions: Specidlty treatmentprograms;inpaient Residential Treatmert senices;speialty rehabilitaton prograns
including “behavor modificaion progra m srécreationalife-enhancing, rdaxation or alliative therapy; implementaton

of home mantenaice programs

Reproductive Health

Preferred In-Network

In-Network

Out-of-Network

Medicaly Necessaly medicd and surgical
sewvicesfor reproductve health, including
consulations examinations, proceduies and
devices including device insertion ard
removal.

See Materrity and Pregnarey for termination
of preghany services

Reproductive heath is the arenecessay to
suppat the regproductive sysem and the
ability to reprodiuce. Reproductive health
includes contracepn, cancerand dseas
saeenngs termiretion of pregnarcy,
materrnity, prenaetal andpostpatum cre.

Hospital - Inpatient:
No charge Enrdlee
pays nothing

Hospital - Outpatient:
No chage Enrollee
pays nothing

Outpatient Services:
No chamge; Enrollee
pays nothing

Hogpital - Inpatient:
No charge; Enrollee
paysnothing

Hospital -
Outpatient: No
chage; Enrolleepays
nothing

Outpatient Services:
No chamge; Enrollee
pays nothing

After Deductible,
Enrolleepays50%
Plan Coinsirane

All methods fa Medically Necesary FDA-
approvedincluding over-the-counter)
contraceptive drgs, devices and products
Condoms are linited to 120 per 9@ay

suppy.

Contraceptive drugsmay beallowed upto a
12-morth supply and, when avélable, picked
up in the provid esroffice.

No chage;Enrllee
pays nothing

No chargeEnrollee
pays nohing

Not covered;
Enrollee pays 1M%
of all chages
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Sexual Dysfunction

Preferred I n-Network

In-Network

Out-of-Network

One conaultation visit to diagnose sxual
dysfunctionconditions.

Office visits: Enrolee
pays$10Copaynent
for primary care
provider visits or$20
Copaymentdr
specialty cee provider
visits

Through age 17:
Enrdlee pays nothing
for primary care
providerservices or
$20Copayment for
specialty care provider
services

Annual Deductibleand
Plan Coinsuraredo
not gply to office
visits induding surgery
but does apply to
diagnostic
laboratory/ratblogy
services ad vidts at
outpatient hospital and
ambulabry surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Plar,
Coinsurance

Office visits:Enrollee
pays $20Copaymat
for primary care
provider visitsor $40
Copayment for
specialty care prader
visits

Through age 17:
Enrollee paysiothing
for primary care
provider services or
$40Copayment for
specialty care prager
services

Annual Deduadble
and Pan Coinsurance
do not apply to ofte
visits including
surgery but doeapply
to diagnost
laboratory/radiology
services and visitat
outpatient hospital ang
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coirsurance

After Dedctible,
Enrolleepays 50%
Plan Qinsurance

Specific diagnosticservices treatment and
presaiption drugs.

Not coveed;Enrollee
pays 1M% of all

charges

Not coverel; Enrollee
pays 1% of all

charges

Not covered
Enrolleepays 100%
of al charges

Exclusions: Diagnodic testing ad medcal treatmentof sexua dysfunction regardless of origin or cause devices
equipmat and sipplies for thetreamert of sexual dysunction

Skilled Nursing Facility

Preferred In-Network

In-Network

Out-of-Network

Skilled nursirg caein askilled nursing
facility when fulktime skilled nursing careis
necessary in the opinion of the atending
physidan, limited toa conbinedtotal of 100
days per calenda year.

Care may include room and board; gereral
nursing care; dugs, biologicalssugplies and
equipment ordinaily providedor arranged
by a skillednursing fadlity; and slort-term

After Deductible,
Enrolee pays 10% Plai
Coinsurance

After Dedctible,
Enrollee pays 30%
Plan Coinsurance

After Deductible,
Enrolleepays50%
Plan Coinsurance
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restorative occupdional theray, physical
therapy and speehtherapy.

Skilled nusing care in a skilled nursing
fadlity requires Prautorization.

Exclusions: Personal comfat items suh astelephone andtelevision; rest

cures domiciliary or Convalkscent Care

Steril ization

Preferr ed In-Network

In-Network

Out-of-Network

FDA-approvedfemale sterilization
procedurs, sericesand supplies See
Prevertive Sevices for additiond
information.

No chame; Enrollee
pays nothing

No chamge; Enrollee
pays nothing

After Deductible,
Enrolleepays 50%
Plan Coirsurane

Vasedomy.

No chargeEnrollee
paysnothing

No chargeEnrollee
paysnothing

Hospital - Inpatient:
After Dedutible,
Enrolleepays 50%
PlanCoinsurance

Hospital -
Outpatient:

After Deductible,
Enrollee pays50%
Plan Coinsuance

Outpatient Services
After Deductble,
Enrolleepays50%
Plan Coinsulance

Exclusions: Procedures andservi@s b reversea gerilization

Substnce Use Dsarder

Preferred In-Network

In-Network

Out-of-Network

Substancausedisordersewicesincluding
inpaient Residential Treamert; diagnastic
evaluation and edoation; omganized
individual and grap cownseling;and/or
pre<ription drugsunlessexcluded under
Sedions IV.or V.

Substane usalisordermears a substance
relaied oraddidive disorderlisted in the
mog curent version ofthe Diagnostic and
Statistical Manual of Mental Disorders
(DSM). For the purpcsesof this secton, the
definition of Medicdly Necessay shdl be
expanded tonclude thaseservices necessary
to treat asubstanceuse disadercordition
that ishaving a clinicaly significant inpact
on aEnrolleé smotioral, socid, medical
ard/or occupaibnal functioning.

Hospital - Inpatient:
After Deductible,

Enrdlee pays 10% Plar
Coinsurance

Outpatient Services
Office visits: Enrollee
pays$10Copayment
for primary cae
providervisits

Through age 17:
Enrolleepays nothing
for primary care
provide services

Annual Dedictible and
Plan insurance do
not aply to office

Hospital - Inpatient:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Outpatient Services:
Office visits:
Enrollee pag $20
Copaymenftor
primary care prover
visits

Through ag 17:
Enrollee pag nothing
for primary care
provider services

Annual Deductible
and Plan Caisurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan insurance

Outpatient Services:
After Deductilbe,
Enrolleepays50%
Plan Coinaurance

CA-422323

59




Substance sedisorcer servicesarelimited to
the sevices enderedby aphyscian

(licensel underRCW 18.71anrd RCW
18.57),apsychalogist (icenrsedunde RCW
18.83),asubsénceusedisordertreatment
programlicensed for the servicebeing
provided bythe Washingbn State
Deparimentof Social and Health ®1vices
(pursuanto RCW 70.BA), amaster ’ esel |
thergpist (icensedunder RCW 18.225.(00),
anadvarte practice psykiatiic nuse
(licensed under RCW 18).

Non-Wadhington State alohoismand/or
drug abuse tratment sevice providersmust
meetthe eqivalentlicensirg and
certificationrequiremens esablished n the
statewherethe provider'spractice is located.
ContactMember Servicesfor additional
information on Non-WashingtorStae
providers.

The sevety of sympgoms desjgnaes the
appropriate level ofcare ad stould be
deteminedthrougha thoroudp assessment
completed by a licered povider who
recommends treatemt kased on medical
necessity criteria.

Resdential Treatmet and court-ordered
substanceis disorde treatnentshall be
covered onlyif detemined to be Medically
Necesary.

Preautharation is reqiredfor outpatien,
intersive outpatientand partal
hospitalization sendes.

Preauthorizabn is required foResdential
Treatmert andnon-Emergencyinpaient
hogital servtes povidedat out-of-state
facilities.

Preauthorization isnotrequired fa
Residential Treatmert and ron-Emergency
inpatienthosptal serviceprovided in-state.
Enroleeis given two daysf treatmentard
is then sbject to medial necessity review
for contined careEnrolleeor facility must
notify KFHPWAO within 24 tours of
admssion, or assoonaspossible Enrollee
may requestpor authorization for
Residential TTeament and norEmergeacy
inpatiert hoital sevices.Enrollees may
contactMembe Servies to regast

visits including surgery
but does applyat
diagnostic
laboratory/radiology
services and visits at
outpatient bspital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee paysl0% Plan
Coinsurace

Group Visits:
No charge;Enrollee
payshothing

do not apply to office
visits including
surgey but does
apply to diagrostic
laboratory/railogy
servicesand visits at
outpatient hospital
and ambulatry
surgical centes

All other servies:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Group Visits:
No chage;Enrolee
paysnothing
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Preauthorizabn.

WithdrawalManagemenServicesfor
Alcoholism aml SubstancéJse Disorder

Withdrawalmarmgement swices neans the
managmentof symgomsand compliations
of alcohol an/or subtance withdawal. The
severity ofsymptoms desigateshe
appropriat leve of care and should be
determined thlough a thorogh asseswert
completedoy a licensegbrovider who
remmmerdstreatment bsedon medial
necessity cteria.

Outpatient vithdrawalmanagemenserices
means the syptoms resulting from
abstinence arof mld/moderate severity anc
withdrawal fom alcohol ad/or other drugs
can ke managed witmedcation atan
outpatient level & care by anappropriately
licengd clinician. Sbacute wihdrawal
management means symptonasociated
with withdrawal from &oholarnd/or other
drugs can benanaged though medical
monitoring & a 24hourfacility or other
outpatien facility.

Preautharation isrequired for outpatieh
withdrawal maagementericesand
subacute withdrawal magament services

"Acute withdrawal management seices'
meanghe symptomsesulting from
absthence are so seere thawithdrawal
from alcohol and/or drugsrequire medical
managementin ahospital settingor
behavioral health agey (licensedand
certified under RON 71.24.037), whichis
needed immediately to prevenseaious
impaiment tothe Enrdle€'s hedth.

Coveragefor acue withdrawd managemen
servicesare provided without
Preauthorizapn. If an Enroleeis admitted
asaninpatient directly from an emegency
department any Emergecy services
Copayment is waied. Coverages subjet to
the hospitl sevices Cat Share Enrollees
mug notify KFHPWAQO by way of the
Hospital notification Ine wihin 24 hars of
anyadmissionpor assoon therefier as
medically possible.

Enrolleeis given no less thartiwo days of

EmergencyServices:
After Deductble,
Enrolleepays $100
Copayment and 10%
Plan Coinsurance

Hospital - Inpatient:
After Deductible,

Enrollee pays 10% Plai

Coinsurance

Emergency
Savices: After
Deductble, Enrollee
pays $100
Copaymern and 10%
Plan Coirsurance

Hospital - Inpatient:

After Deductible,
Enrollee pays 8%
Plan Coinsirance

Emergency Services
After In-Network
Deductble, Enrollee
pays $100Copaymert
and 10% Plan
Coinsurarce

Hospital - Inpatient:
After Deductble,
Enrolleepays 50%
PlanCoinsuance
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treatmentexcluding weekendsd holidays,
in a behavical health agency that prades
inpatientor residential substaceabuse
treatmentandno less than three days a
behavioral he#th agency that provids
withdrawd managenert sevicesprior to
conductirg amedcal necasity review for
continued careEnrolleeor facility must
notify KFHPWAQO within 24 hours of
admissim, or assom as possile Enrollees
may requset Preauhorization for Resicertial
Treatnert and norEmergewy inpdient
hospital services by contacgiiMember
Services

Exclusions: Experimental or invesigational therapes such & wildernessprograms oaversiontheragy; facilities and
treatmentprograms whid are not certified by the Dgpartment of Socid Heath Services

Telehealth Services

Preferred In-Network

In-Network

Out-of-Network

Telemedicine

Servicesprovidedby theuseof reattime
interactive audio andvideo communication
or store and forward technology betweenthe
patient a the originating site and a provider
atanoterlocation Audio-only
communication requiseanEstabished
Relationsip. Store ard forward techndogy
means sending an Enrolleé medical
information from anoriginating site to the
provide at adistantsite for late review. The
provider follows upwith amedical diagnoss
for theEnrolleeand felpsmarage ther care.
Servicesmug mee the following

reguiremens:
1 BeaCovered Seviceunder his
EOC.
i Theoriginding siteis qualified to
provide the service.

1 If the sevice is provded trough
store aml forwardtechnologythere
must be anassaiatedoffice vidt
betweenthe Enrolleeand the
referring provider

1 IsMedicdly Necessry

No charge;Enrollee
pays nahing

No charge; Enrolee
pays nothing

Not coveredEnrolles
pays 100%of all
charges

Telephone Servicesand Online (E-Visits)
Schedued telephore visits with aSPN
Prderred InNetwork Provider are covered.

Online (EVisit: An Enrolleelogs into he
secue Membersite atwww.kp.org/wa and
compktesaquestonnaire A SPN medcal

No charge Enrollee
pays nothing

No charge; Enrollee
pays nohing

Not coveed;Enrollee
pays 100%of dl
charges
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provider reviews the gadionnaire and
provides atreatment plan for select
conditions, incluing presciptions.Online
visits are notvailable to Enrollees during
in-person vsitsata KFHPWAO facility or
pharmacy. Moreinformationis avaiable at
https.//wa.kaiserpermanse org/html/public/
saviced e-visit.

Exclusions: Fax and email; telehedlth servicesn gateswhere prohibited by law; al otherservices ot listed &dove

Temporomandibular Joint (TM J)

Preferred In-Network

In-Network

Out-of-Network

Medcal and sugicd sevicesand elated
hospital charges for the treatment 6
temporomandbular joint (TMJ) disorders
including:

1 Medicdly Necessaryorthograthic
procedures for the treatment 6 severe
TMJdisorders which havefailed non
surgcal intervention.

1 Radidogy services.

1 TMJ specialist svices.

1 Fitting/adustmert of splints.

TMJ qurgery requiresPreauthorization.

Hospital - Inpati ent:
After Deductibg,
Enrollee pay40% Plan
Coinsurance

Hospital - Outpatient:
After Deductibk,
Enrollee pays 10%lan
Coinsurance

Outpatient Services
Office visits: Enrollee
pays$10Copayment
for primary care
provider \sits or$20
Copayment fa
specialty care prader
visits

Through age 17:
Enrolleepays nothing
for primary care
provider grvices or
$20Copayment for
specialty care provider
services

Annual Deductible and
Plan Coinsurance do
notapply to office
visitsincluding surgely
but daes apply to
diagnosic
laboratory/raiology
services andisits at
outpatient hogital and
ambulatey surgical
centers

All other services:
After Deductible,

Hospital - Inpatient:
After Deductibg,
Enrolleepays 30%
PlanCoinsurance

Hospital -
Outpatient: After
Deductible, Erollee
pays 30% Plan
Coinsurance

Outpatient Services
Office visits:
Enrollee pay$20
Copayment for
primary care provider
visits or$40
Copaymentdr
specialty care
provider visits

Through age I:
Enrollee pays nbtng
for primarycare
provider service or
$40Copayment fo
specialty care
provider services

Annual Deductible
and Plan Coinsuranc
do not apply to office
visits including
surgery but des
apply to diagnostic
laboratoryradiology
sewrices and visits at
outpatient hospal
and ambulatory
suigical centers

All other services:

Hospital - Inpatient:
After Deductible,
Enrolleepays50%
Plan Consurane

Hospital -
Outpatient:

After Deductible,
Enrolleepays50%
Plan Coinsurance

Outpatient Sevices
After Deductible,
Enrolleepays50%
Plan Coinsuance
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After Deductible,
Enrollee pays 30%
Plan Coinsurance

Enrollee pays 10% Plar
Coinsurance

TMJ applianas. SeeDevices,Equipnment
andSuppliesfor additional informaion.

After Deductible,
Enrolleepays 10% Pla
Coinsurance

After Deductible,
Enrollee pays 30%
Plan Coinsurance

After Deductible,
Enrolleepays 50%
Plan Coinsurance

Exclusions: Treamert for cosméic purposes bite blocks; dental sevices hcludingorthodontic theapyandbracesfor any
condition; any orthognathic (jaw) surgeryin the atsence d adiagnosis of TMJ, or severe obstrudive sleep apnes;

hospitalizations relatedto theseexclusions

Tobacm Cessation

Preferred In-Network | In-Network

Out-of-Network

Individual/group counseling andeducational
materias.

No charge Enrollee
pays nothing

No charge; Enrollee
pays nothing

After Dedudible,
Enrolleepays50%
PlanCoinsurance

Approved phanagy prodicts. SeeDrugs—

No charge; Enrollee No chage Enrollee

Not covered Enrollee

Outpdtient Rresaiption for addtional pays nahing paysnothing pays 100%of all
pharmacy information. chages
Transplants Preferred In-Network | In-Network Out-of-Network

Transplam servicesincluding heart,heart
lung, single lung,double lung, kidney,
pancreas, corneg integind/multi-viscesl,
liver tranglants, and bone marow andstem
cell suppot (obtained from alogereic or
aublogous peripheral Hood ormarrow) with
assocated highdosechemotherapy

Senices are limited tothe following:

1 Inpatient and oupatient medcd
expenses for evaluaion teging to
determine redpiert candidacy, donor
matching tests, logpital charges,

Hospital - Inpatient: After Deductible,
Enrollee pays 10% Plan Coimsince

Hospital - Outpatient:
After Deductibk, Enrollee pays 10%lan
Coinsurane

Outpatient Services:

Office visits: Enrdlee pays$10Copayment for
primary @are provider visits 0820 Copayment
for specialty care provider visits

Through age 17: fFollee pays nothing fo

Hospital - Inpatient:
Not covered Enrollee
pays100%of all
chages

Hosptal -
Outpatient:

Not covered Enrollee
pays100%of all
charges

Outpatient Services:.
Not covered Enrollee

procurementcenter fees, prdessional primary care provider rvices or$20 pays100%of all
fees, trael costs ér asumgical teamand | Copaynent forspecialy care provider serges | chamges
excision fees Donorcosts for a coveed
organ recigent are limited to Annual Deductibleand Plan Coinstance do not
procurementcenter fees travelcostsfor | apply tooffice visits including surgery but does
a wrgical teamand excisiorfees apply to diagnostic laboratory/radiology
1 Follow-up servicesfor spedalty visits. services and visits at outpaint hospitabnd
f Rehosjtalization. ambulatey surgical centers
1 Maintenance maicationsduring an ] .
inpatientstay. All other senices: After DeductibleEnrollee
pays 10% PlaCoinsurance
Transplar servicesmust beprovided
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through locally and nationally contracted or
approved tranplantcenters. Al transplant
servicegequire Preathorizaion. Contact
Member Sevices for Preauthorization.

Exclusions: Donor ccsts tothe extentthatthey arereimbursableby theorgandonor's insurance; treament of donor
comgications living expensegxcept asovera urder Section I1.K. Utilization Managemen

Urgent Care Preferred In-Network | In-Network Out-of-Network

Under the SPN option, urgentcare is covered | Emergency Emergency Emergency

ataKaiser Pemanente medical center, Department: Department: Department:

KaiserPemaneate urgert care centeror After Deductble, After Deducible, After In-Network

Preerred In-Network Provide’  seffice. Enrolleepays $100 Enrolleepays $100 Deductble, Enrollee
Copaymentnd 10% Copaynert and 10% | pays $100Copayment

Under theOut-of-Network option, urgent Plan insurance Plan @insurance and 10% Plan

careis covered atany medicalfadility. Coinsurance
Urgent Care Center: Urgent Care

See Section XI1. for adefinition of Urgent Office visits:Enrollee Center:

Conrdition. pays $10Copayment | Office visits: UrgentCare Center:

Enrdlee pays$20 After Deductible,

Through age 17: Copayment Enrolleepays50%

Enrollee pays nothing
for primary care
providerservices

Annual Deductle ard
Plan Coinsurance do
not apply to office
visits including surgery
but does apply to
diagnostic
laboratory/radiology
services andvisits at
outpatient hospital and
ambulatory surigal
centers

All other services:
After Dedctible,
Enrollee pays 10%lan
Coinsurance

Provide r 6 fce Of
Office visits: Enrollee
pays$10Copayment
for primary care
provider \isits or$20
Copa/mentfor
Spedalty careprovider
visits

Through age 17:
Enrollee pays nothing

Through age 17:
Enrollee pays nothing
for primary care
provider serices

Annual Deductible
and Plan Coinsuranc
do not apjy to office
visits induding
surgey but does
apply to diagnostic
laboratory/radiagy
services and vistat
outpatient hepitd
and ambulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance
Provider 6 s :Of
Office visits:

Enrollee pays20
Copayment for
primary care providr
visits or$40
Copayment for
speciaty care
provider vsits

Plan Coinsuance

Providerd s d@f f
After Deductible,
Enrolleepays 50%
Plan Coinsurane
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for primary care

providersevices or Through age 17:
$20Copaymenfor Enrollee pays nothing
specialty care provider| for primary care
services provider services or
$40Copayment for

Annual Deductible and| specialty care

PlanCoinsurance do | provider service
not apply to office
visitsincluding surgey | Annual Dedudble

butdoes aply to and Plan Coisuance
diagrostic do nd apply to office
laboratory/ratblogy visits including

servicesand visits at surgery but does
outpatient hospital and | applyto diagnostic

ambulabry surgical labaratory/radiology

centers services and visits at
outpatient hospital

All other services: and ambulatory

After Deductible, surgical centers

Enrollee pays 10% Plal

Coinsuance All other services:

After Deductible,
Enrollee pays 30%
PlanCoinsurance

V. Generd Exclusions
In addifon toexclusiors lisgedthroughoutthe EOC, thefollowing are not covered:

1. Benefits andrelated srvices supplies anddrugstha are not Medically N ecessry for the treatmenotf an llness,
injury, or physcal dsability, that ae notspedficaly li sted & coveredin the EOC, except arequired by federa
or statelaw.

2. SavicesRdatedto aNon-Covered Savice: Whena seviceis notcoverd all servicesrelaed to the no-covered
service (exceqt for the spexific exceptionsdescribedbelow) are dso excluded from coweragge Enrolleeswho have
recaved anon-coveral sevice, such asbariatric surgery, anddevelop an acutemedical complication (such as
bandslippage, leak or ifiection) asa reailt, shall havecoveagefor Medcally Necessey intervertion tostahilize
theacutemedcal canplication. Covelage tbesnotincludecomplicaions thatccur during or immediatly
following anon-covered wice. Additional sugeries or diermedical sevicesin addtion to Medically
Necessaly intervention to resolve acut medical complications resiting from nonrcovered savices shdl not be
covered.

3. Savicesor supplesfor which no dharge ismade, a for which achargewould not hae beenmade ifthe Enrdlee
had noheath carecoverage or for which the Enrolleeis notliable; sevicesprovided byafamily menber, or self
car.

4. Corvaescent Care.
5.  Servicesto theextent benefis ae“availade” thedcnrolleeas defined herein undethe tams ofary vehicle,
homeavner s , erfy or otherinsurane policy, exceptfor individual orgroyp healthinsurarce, pursuantto

medical covergge medic a ho fatit” coverage persona injury protection coverage a similar medcal coverage
contaired in sad policy. For the purpo® of this exclusion, bendits shal be deeme to be*availabl etd the
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Enrolleeif the Enrdlee receivesbenefitsunde the policy eithe asa named insured orasaninsuredindividual
under the policy definition of insured

6. Savices orcare neededfor injuries or canditions resuting from adive orresene military service whether sgh
injuriesor conditions resultfrom war or otherwise. This exclusion will not apply to conditionsor injuries
resuting from previous miitary service udessthe condtion has leen detrminedby theU.S. Secetary of
Veterars Affairs to be acondtion orinjury incurred during a peiod of adive duty. Futher, this excluson will
not be inerpreted to interfere with or preclude cardinatian of berefits under Tri-Care.

7. Sewices provided by governrent gendes excep as reguired by federalor gate law
8. Savicescovered by tte naional health planof any other country.
9. Experimentd or investigational services.

KFHPWAO consults vith KFHPWAQO'’ s medcal directorandthen wses theeriteria descibed below to decide if a
particular service isexperimental or investigational.

a. A sewiceisconsidered eperimentd or investigational fa an Enrolle€s conditionif any of thefollowing
statematsappl to it a the time the rvice s or will beprovided to the Enrollee:

1) The sevicecamotbe lggally markeed in the United Staeswithout the approval of the Foad and Drug
Administration( “ F Dandsych approval hasnot been granted.

2) Theservice $ the sibjectof acurrentnew diug a new device application o file with the FDA.

3) Thesaviceisthetrialed agat or for delivery or measuementof thetrialed agntprovided as pat of a
qudifying Phag | or Phasell clinicaltrial, as tke experimenthor researcharm of a Phaelll clinical
trial.

4) The =rvice isprovidedpursuant toawritten protocd or other document that lists an evaludion of the
service ' afety doxicity or efficacyas amongits objectives

5) Theseaviceisunderconinued scientfic tesing ard research wncerning the safey, toxicity or efficacy
of sewices.

6) Thesenviceis providedpursuanto informed cmsentdocumerts that desaibethe sevice as
expeiimertal or investigational, or in other termsthatindicatethatthe serviceis beingevaluated for its
safety, toxicity or efficagy.

7) The prevaling opinion amomy experts, as expressed in thepublished autloritative medcal or sdentific
literature, isthat (1) theuseof such ervice should be sulstantially confined b research sitings,or (2)
further reeach is neessaryto determine the sfety, toxicity or efficacyof the senice.

b. Thefollowing souces d informationwill be exclusivdy relied uponto deteminewhether asewice is
experimental or invedigatioral:

1) TheEnrolleé medicalrecrds

2) Thewritten protocol(s)or other doaument§) pursuant to which the sevicehas ben a will be provided.

3) Any conent docunent§) the Enrolleeor Enrolleésrepresentative hasexecuted @ will be asked to
execute, to receive the service.

4) Thefilesand reordsof thelnstitutional Revew Board (IRB) or similar body tat appovesor reviews
reseach at the institution wherethe sevice has keen or will be provided, and other nformation
corcerring theauthority or actonsof theIRB or similarbody.

5) The pubished autharitative medical orsaertific literaureregarding the sevice,asappliedto the
Enrollee’ #Iness orinjury.

6) Reguhbtiors, records, applicationsand any other dauments or actonsissuedby, filed with or takenby,
the FDA or otter agendes within the Unted SatesDepartmeat of Hedth and HimanSevices,or any
state agengy periorming similar funcions.

Appeds regading KFHPWAO derial of coveragecan be submitted b the Memler Appeal Department or to
KFHPWAOQO's medcal directorat P.O. Box 34593, Seatte, WA 981241593.

10. Hypnaherapy and dl savicesrelaedto hypnotherapy
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11. Dirededumbilical cord blood doratiors.

12. Prognostic (predctive) gendtic testng and rehtedsevices, unless specifically provided in Section. [Westing for
non-Enrollees.

13. Autopsyand assocated epenses.
VI. Eligibility, Enrollm ent and Termination

Int hese seat it bn pdtaefartoiaplantesirg medical, vision, or dental coverage, or a combination
developed by the SchbEmployees Benék Board(SEBB) andprovided bya contracted vendor oel&-insured
plans adninistered by te Health Care Authorjt (HCA).

A. Eligibility for subscribersand deperdents
1. School enployeeeligibility

Theschoole mp | o $EBB organiationwill inform theschal employedn writing whetheror notthey

are eligible 6r SEBB benefits upa employment andrhenever thi eligibility status changes. Theritten

noticewill i nclude information about threchoole mp |l oyee’ s right to appeal el i gi
decsions.Information about appestan be foundinder* A pabrights”

2. Continuation coverageeligibility

The SEBB Pragramdetermine whether subscribers aedigible for continuationcoveragg COBRA o
Unpaid Leavelpon receipt of &EBB Continuation Covege (COBRA)Election/Chang®r SEBB
Continuation CoveragéJnpaid LeaveElection/Changeorm. If thesubsriberrequests to enroll in ani$
not eligible forcontinuationcoverage, th&6EBB Program willnotify themof ther right to appeal.
Information abat appeas can be foundinder” ppealrights”

3. Dependenteligibility
The following are eligibé dependents:
1 Legal pouse

9 Stateregistered domestic partnand sultantially equivalent legal unions from jurisdictions as defined
in WashingtorState statutelndividuals in a stateegisterel domestic partnershipeaitreated the samesa
a legal spousexcept when in conftit with federal law.

1 Children throughthe lastday of the month in which their 26th birthdagcurredregardless of marital
status, studersttatus or eligibility for coveage under another plalt also includes chilren age 26 or

older with a disabilityas describeBelowin“ Ch i | d r ege wib d dewelopynental or physical
disability” Chi | dren are defined as the subscriber’s
o Children based on establishment of @arent-child relationship, asdescribed in Washigton
State statuts except when pareal rights have been terminated
o Childrenofthe s ubscr i bbearsbesd sopno utshee, spousethidestabl i shm

relationship, exept when parental rights havedreterminated. The stegbth” s r e |l @athei ons hi p
subscribefand eligibility as adependent) ends on the same date the maniagehe spouse ends
through divorce, annulment, dissolution, termination, or death

o Children for whom the subscriber has assmed a legal obligationfor total or partial apport in
anticipation of adoption ofhe child

o Children of t heregsteredsdomestibmartnérpases bnalte stategistered
domesti c par t n eaparenichiddsralaiomdhip, exapinvehantparental righteve
beenterminated T h e cafonshiplto tke suloabler (and eligibility as a dependent) ends on
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the same date the subscr iegistered domestcpdrtnende | at i ons hi
through divorce, annulmendjssolution, terminatiojor death

o Children specified in acourt order or divorc e decreefor whom the subscriber has a legal
obligation to provide support or health care coverage

o Extended dependerdin the legal custodyor legal guardianship of the sibscriber, the
S ub s csspoose,roithesubs ¢ r i b e frégsteresl tomestc patner. The legal
responsibility is demonstratétdy a val id court order and the chilc
custodian or guardian. Eettded dependent child does notlude foster chilcenunless the
subgriber,t h e s u bspoose,iomthe subge b e r ’-registeredadbneestic partner has
assumed a legal obligation for total or partial support in anticipation of adoption

o Children of any age with a developmentabr physical disability that renderghemincapable of
selfsugaining employment ashchiefly dependent upon the subscriber formrpand maintenangce
provided such condition occurs before the age of 26. The followingreeugmts apply to a
dependent ckd with a disability:

a) Thesubscriber mist pravide proof of thedisability and depettency within 60 days ohie
chil d’ s ohagd286i nment

b) The subscriber musiotify the SEBBProgram in writingwhenthe child is no longeeligible
under this subsection

c) A child with a developmetal or physial disaility who become self-supporting isiot eligible
as of the last day of the monthwrhich theybecome capable of sedfipport

d) A child with a developmental or physical disalyiligge 26 and older who becomegpable of
selfsupport des not regain eligibity if they laier become incapablef gelf-support

e) TheSEBBProgramwith input from the medical plarwill periodically verify the eligibility of
a dependent child with a disitity beginning at age 2®utno more frequently thamaually
after the tvo-year period fdbwi n g t h eth lwirthday \terifisatiod &ill require renewed
proof of disability and dependenéem the subscriber.

B. Enrollment for subscribers and dependets
1. For all subscribers and depadents
1 To enroll at anytime other tharduring theinitial enroll me nt p eMaikoidn,g scehean‘ges . ”

1 Any dependents enrolled medcal coverage will be enrolled in the sammedicalplan as the
subscriber.

2. School enployeeenrollment

A schoolemployee or thie dependent must resiade work in thep | aservice aregexcept for temporary
residency outside the service area for purpasgedtending school, coudrdered coverage for dependemts
other unique family arrangemantvhen gproved in advancey KFHPWA. KFHPWA has the ght to
verify eligibility.

A school enployeemust use th&€EBB My Account online enroliment system or suiba SchoolEmployee
Enrollmentform and any supporting docuntsto their SEBB organizatiowhen they become newly
eligible or regain eligibility forSEBB benefits. Th@nline enrolimenimust be completedr theform must be
received no later than 31 dagfter the date the school employee becomes eligible or regjgiibdity.

If the school enployee does not enroll onling ceturn theSchoolEmployee Enrolimentorm by the

deadlinethe school employeeilbe enrolled in Uniform Medical Plan Achiedeanda tobacco use

premium surcharge will be incurre@onseqently,dependents cannotberen| ed unti |l the SEBB
next annual open enrolimeor when a qualifing event occurthat creates a spetiapen enrollment for

enrolling a dependent.
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3. Waiving medical enrollment

An eligible schoolemployee may waive enroliment 8EBB medical onlyif they are enrolled in other
employerbased group medit; a TRICARE planpr Medicare. If eschoolemployee waigs enrollment in
SEBBmedical, theschoolemployee cannot enroll eligible dependerisr information on when an eligible
school employee mayaive medical plan enrolimenttar their initial enrolinent period, or to eroll after
havigwaived,se e “ Makanges."”

4. Continuation coverageenroliment

A subscriber enrolling irSEBB ContinuationCoverage(COBRA or Unpaid Leavenay enroll by
submiting theapplicableSEBBContinwation Coverage Electiont@ngeform and any gpporting
documetsto theSEBBProgran. The SEBBProgrammust receive the electidormno later than 6@ays
from t he datSEBBhealth planrcoverdge emded o frtme postmark date on ti®EBB
Continuation Coverage El¢ion Noticesent bythe SEBB Programwhichever is later.

Premiums and applicable premium surchargescésted with continuig SEBBmedical must be made
directlyto HCA. The first premium paymentd applicable premium sahargesare dug¢o HCA no later
than 45days afterlie election perid ends as describetb@e. For morénformation,see” Op t foro n s
continuing SEBB medicalcoveragé andthe SEBB Continuation Coverage Election Notice

5. Dependentenrollment

To enroll an eligiblelependentthesubscribe must include theelp e n d e n tatorsin SEBB Myr m
Account oron theapplicable enrolimerform and povide the required document(s) as proof of the
dependent’s el i gi bi beenrglled irSEBRBhedtteptaeavealagaifthe-SEBBl | not
Pragram or theSEBB or@nizationis unalte to verify their elgibility within the SEBBProgram aroliment
timelines.

6. National Medical Support Notice (NMSN)

When aNational Medical Support Notice (NMSNgquires asubscriber to provig health plan coveragerfo
a dependent childhe following povisions apply:

The sibscriber may enroll their dependent chalidrequest changes to their health plan coverage as
described undérChanges to health plan coage or enroliment are allowed dsected by the NMSN ”
below.

1 A schoolemployeemust use th&EBB My Accountonline enrollment systemr submit the required
form(s) to theirSEBB organization

1 A continuation coverage subscribeisubmits the required forfg) to theSEBBProgram.

If the subscriber fails to reegt enrollmentor health plan coveragchanges as dictedby the NMSN, the

SEBB organizatiomr theSEBBProgram may make enrollment or health plan coverage changes according
to “Changes to healtHan coverage or enrollment arboaved as directed by thdMSN, below, upon

request of:

T Thedil d’ s ocenther par

1 A child support enforcement program.

Changes tohealth plan coverage or enrolimentare allowed as directed by the NMSN:

a) Thedependentwillbenr ol | ed u n d e thealthiplan ceverdges dgected by thé MMSN

b) A schoolemployeewho has waive@EBB medical will be enrolled in medical as diredtby the

NMSN, in order to enroll the dependent.
c) The subscriber’ s dechaagedifadidectdddyathetNBN. pl ans wi | |

d) If the dependent idlilady enrolled unadeanotherSEBB subcriber, the depenaeéewill be removed from
the other health plarowerage and enrolled as directed by the NMSN.
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e) If the dependent is enrolled in bd#EBB medicd andPublic EmployeesBenefitsBoard (PEBB)
medical as @ependent and theig an NMIN in place, enroliment wilbe in accordance with the
NMSN.

f) If the subscribr is eligible for and elects Consolidated Omnibus Budget Reconciliation Act (COBRA)
coverageor other continuation coveragiiie NMSN will be enforcednd the dependentumst be coered
in accordance with th&IMSN.

Changes to health plan coverage or enrelit as describegbovein (a) through (c) will begin the first day
of the month following reeipt of the NMSN. If the NMSN iseceived on the first geof the month, the
change tdealthplan coverage or enilment begins on that day.

A dependentwillbe e moved from the subscr i berabogen fdettellasth pl an
day ofthe month the NMSN is receiveld.that day is the firsof the month, the admnge in enrolimerwill be
made the Igt day of the previous month.

When a NMSN reqiues as u b s ¢ spouses former spouse, or other individual to iewealth plan
coveragdor a dependent who is alreaegrolled inthe subscribes SEBB coverage, ad that health gin
coverage is in fagrovided, the dependent may be removed floret s u b sSSEBBhdalth plans
coverage prospectively.

7. Dual enrollment
A subscriber and thedependents magachbe enroléd in only oneSEBB medial plan.

A school ermployeeor their cependent who is elifie to enroll in botithe SEBB Program and thBublic
Employees Benefits Boar@®PEBB) Program is limited to a single enrollment in either$&8B or PEBB
Program.

For exampe:

1 A child who isaneligible dependentinde two parentenmolled in SEBB Programbenefitsmay be
enrolled as a dependent untdeth parens butis limited to a sgle enroliment irSEBBmedical.

1 A child who is an eligiblelependent of achoolemployedan the SEBBProgram an@n employee in the
PEBB Program may dg be enrolled as aggendent under one parenteither theSEBBor PEBB
Program.

C. Medicare eligibility and enrollment
1. School enployee and dependent

If a schoolemployeeor their dependeriiecones eligible for Medicarehey should conta¢he Social
Secuity Administration toask about the advantages of immediate or dedevedicareenroliment.

A schoolemployeeor their dependent are deemed eligible for Medigdren they have the option tocesve
MedicarePart A beefits. If aschoolemployee or theidependent chooses &mroll in Medicare Part A,
Medicare regulationand guidelirs will determinavhether Medicare is therimary or secondary payer.

A schoolermployee or their dependent wiwenrolled in Medicare ay remain enrolledri SEBB medical
coverage. However, achool employee may choose to waive th8EBB medical coverag or remove their
dependent from theBEBB medicalcoverageand choose Medicamestheir primary insurer. If achool
employee does sogitherthe schoolemployeenor theirdependent can enrolh SEBB medicalexcept
duringtheannual opermnrolimentor a special open enroliment

In most situations, achoolemployee and their depeent can defer Medicare Part Breliment without a
penaty while enrolled inSEBBmedical coerage When theschod employederminates employmeythe
schoolemployee and the dependent aarollin MedicarePart Bduring a Special Enroliment Period. If
Medicare eligibility is due t@disability, theschoolemployee or their depndent must contathe Social
Securiy Administration aboutleferringenrolimentin Medicare Part B

Upon retirement, Medicare will become the primary insuramayer and thePEBB medical plan will
become sex n d a r yPEBBS®etireeinsuranceoverage
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2. Continuation coverage subscriber ad dependent

If a continuation coveragesubscriber or their dependeritecomes eligible for Medicartgderal regulations
allow enroliment in Mdcare three months before thieyn age 65. If they doat enroll within three months
beforethe month they turage 65, enroliment in Medicare may belalyed.If enrollment in Medicare does
not occur when the subscriber or their dependent is firsbidiga late enrollment penaltyay apply.

A SEBB Continuation Coverage (COBR) subscriber mug notify the SEBB Prgram in writing within

30 days if, afteelectng SEBB Continuation Coverage (COBRA), a subscriber or their dependent becomes
eligible for Malicare (Part A, Part B, or botby becomes covered und@her group healtplan coveragdf
asubscriber or theidependent enrolls in SEBB ContinuatiGoverge (COBRA) and then becomes eligible
for Medicare, their enrollment in SEBB Continuation Cager(COBRA) will be terminatedtahe end of

the month invhich they becomeligible for Medicare due to turning a65 or older or when enrolled in
Medicare dudo a disability. This may cause the SEBB ContinuaGoiverage (COBRA) to be terminated
early,before the subscriber has ussbthe months they wouldtherwise be entidd to. A subscriér or their
dependentvho are already enrolled in Medicarden theyenroll in SEBB Continuation Coverage

(COBRA) will not have their coverage terminated early.

D. Whenmedical coveragebegins
1. School employees and dependds

For a newly eligble schoolemployee and their eligibk dependentanedical coveragbegirs the firstday of
the month followinghe date thachoolemployee becomes eligible.

Exceptions:

1 Medical coverage begins on the scheomp | oy e e ' swork wherstheir fasalgy ofavbrk isonor
after Septembet, but not later than the first day of schémi the current school year as established by
the SEBB organization.

1 When a school empyeeegablishes eligibility toward EBB benefits at any timi& the month of
August, medical covexrge begins on Septerablonly if the school employee is also detéred to be
eligible for the school year that begins on September 1.

For a schoolemployeeregaining eligibility following a peiod of leaveasdescribe in SEBBProgram
rules,and theireligible dependentanedical coverage begins the first day of the nindiellowing the school
empl oyee’s return to wor k i f Ilpiblesfortheemplaydrcoptnitipi. oy ee i s

Note: Whena schol employee who isalled to active dty in the uniformedservices under the Uniformed
Services Employmdrand Reemployment Rights Act (USERRA) loses eligibility for the employer
contribution towardSEBB benefits theyregain eligbility for the employer ontribution toward £BB
benefitstheday they returrfrom active duty. Medical coverage begins the fidsy of the month in which the
school employee returns from active duty.

2. Continuation coveragesubscriber and dependents

For a continuation coverage sbscriber and their &gible dependerstenrolling when newl eligible due to
a qualifying event, medicabgerage begisithe first day of the month following the day they lost eligibility
for SEBBmedcal plan coverage.

All subscribers and dependents

For a subscriber or their eligible dependatsenrolling during theSEBBPr ogr amdés annual oper
enrollment, medcal coverage begins January 1 of the following year.

For a subscriberor their eligible dependents enrolling during a specialopen enrollment medical
coverage begisthefirst day of themonth following the éter ofthe event date or the ddteeenroliment
electionin SEBB My Account or the required form is receivédhat day is the first ofie month,medical
coveragebegirs onthat day.
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If the speial open enrollmenis due to théirt h or adoption of achild, or when the subscriber has assumed
a leal obligation for total or partial support in anticipation of adoption of a child, medicatagpswill
begin as follows:

1 For aschoolemployee medial coveragewill begn the first dayof the month in whicltheevent
occurs

For a newly born child, medical coveragevill begin the date of birth

For a newly adopted child,medical coveragwill begin on the date of placementthe date a legal
obligationis assumed in aitipation of adotion, whichever is aéer.

1 For a spouse or stateegistered domestt partner of a subscriber, medical coverag#él begin the
first day of the month in which thevent occurs.

If the special opn enroliment is due thié enroliment ofan extended dependenor a dependent chitl
with a disability, medical coverageill begn the first day of the month followintpe event date or
eligibility certification, whicheveris later.

E. Making changes
1. Removing a dependent who is nodnger eligible

A sulbscriber must prade notice to removadependent who is no longer eligible due teatice, annulment,
dissolution, or a qualifying event of a dependent ceasing to be eligibléependent childs described
under “ De p e tiyd €he hotice inushg rebeivdadiithin 60 days of the laslay of the month the
dependent no longer meehe eligibility criteria

1 A schoolemployeemust notify theifSEBB organization
1 A continuation coverage subscribemust rotify the SEBB Program.
Consequences for ngtibmittingnotice within the requireds0 days may include, but are not limited to:

1 The dependemnhay loseeligibility to continueSEBBmedical coverage under one of the contiiarat
coverage options describet iOptionsfor continuing SEBB medicalcoverae”

I The sulscriber may bebilled for claims paid by the medical plan for serviceattivere rendered after the
dependent lost eligibility

I The subscribemay not be abléo recower subscribetpaid insurance preiums for the dependertia
lost eligibility.

1 The subscribemay beresponsiblefopr e mi ums pai d by t hsenedicalplane f or t he
coverage after the dependent lost eligibility

2. Voluntary termination for contin uation coverage subscribes

A continuation coverage sulrsigermay voluntariy terminate enrdinent in a medical jph at any time by
submitting a request in writg to theSEBB Program. Enroliment in the medical plan will be terminated the
last day of thenonth in which theSEBB Programreceives the request on the last day of tamonth
specifiedin the terminationaquest, whichever is later. If the requestdsaived on the first day of the
month, medical plan enroliment will be terminated on thedagbf the previous month.

3. Making changesduring annual open enrollment and gecial open enrolment

A subscribemay make certain changes to their enrollment aigithe annual open enrollment and if a
specific life event creates a special open enrolimemnbg.

4. Annual openenrollment changes

A schoolemployeemay make the followng changes to tlireenrollment duringhe SEBBPr ogr am’ s annua
open enrollment peréh

1 Change their medical plan
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1 Waive their medical plan enrollment
1  Enroll after waiving medicgblan enroliment
91 Enroll or removeeligible dependents

A school employeemust sibmit the electin change online iISEBB My Account orsubmitthe required
School EmjpyeeChangeform and any supporting documenstheir SEBB organizationThe changemust
becompleted iINSEBBMy Account orthe formsreceived ndater than the last dagf the annual opn
enroliment periodind will beeffective January 1 of the followgnyear.

A continuation coveragesubscriber may make the following changes to their enrolindning theSEBB
Pr o gr a mlogen enrolimerd pesd:

91 Enroll in or termirate enrollment i medical plan
1 Changetheir medical plan
91 Enroll or remove eligiblelependents

A continuation coverage subscribemustsubmitthe requiredSEBBContinuation Coveage (COBRA)
Election/Changeor SEBBContinuation Coverag(Unpaid Leave) Eletion/Changdorm (as appopriate
andany supporting documents theSEBB Program.Theformsmust bereceived no later than the last day
of the annual open enrollment periaddwill be effective January 1 dhe fllowing year.

5. Spedal openenrollment changes

A subscrber may change theenrollment outside of the annual open enrolltngeriodif a qualifying event
creates apecial open enrolimeperiod However, the change enrollment must be allowablender
Internal Revenue Ca&dIRC) and TreasuriRegulations andorrespond to and baonsistent with the event
that creates the sgatopen enrollment for theubscriberthdr dependent, or both.

A special open enrolimentent must be other thansshoolemployee gaining initiadligibility or regéning
eligibility for SEBBbenefits.The subscriber must provide evidence of the ettesit created the special open
enroliment.

A special open enrollment may allow a subscrtbenake the following chages
91 Enroll in or change theimedical plan

1 Waive heir medical plarenroliment

1 Enroll ater waiving medical plan enroliment

1 Enroll or emove eligible dependents

To request a special open enrollment

1 A schoolemployeemustmake tle change online ISEBB My Account or submit the require@chool
Employee Chageformand anysupporting documents their SEBB organization

1 A continuation coverage subscribemust submit the requirésEBB Continuation Coverag€&€ OBRA)
Election/Changgor SEBBContinuation Coverage (tpaid LeaveElection/Change form (as
approprate) and any sygorting documentso the SEBB Program.

Thechange must be completsdSEBB My Account or théormsmust be received no later than 60 days

after the event thateates the special open enrolinheln addition, theSEBB Program or theSEBB

organizatiorwill requirethesubsdse r t o pr ovi de pr o oty evidéncesof thikeye® n d e n t
that ceated the special open enroliment, or both.

S

Note: If a subsciber wants to enroll a newborm child whom the subscrédy has adopted or Baassumed a
legalobligation for totalor partial support in anticipation of adoptionSEBB health plan coverage,&h
subscriber should notify theBEBB organizatiomr theSEBB Program by submitting the reiged forms as
soon as pasble to ensure timg payment of clams. If adding the did increases the premium, the required
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forms nust be received no later than @8ys after the date of the birth, adoption, or the datestied |
obligation is assumed footal or partial suppornianticipation of adption.

6. Special gen enroliment eventsthat allow for a change in health plans

A subgriber may not change their hdaftlan if their stateegistered domestic partner or stedgistered
domesti c p&naataxdepaendeath i |

Any of the followirg events may cré@aa special open edfment:

1 Subscribergains a new dependent dae t
0 Marriage or registering a stategistered domestic partnership
o Birth, adoptionor assunng a legal obligation for totadr partial support in ditipation of adopon.
0 A child beconing eligible as an eiended dependent through legal custody or lggatdianship.

1 Subscriberor thér dependent loses other coverage under a group healthrglaooegh health insurance
covelage, as defined by the dfth Insurance Portdlity and Accounability Act (HIPAA).

1 Subscriberhas a change in employment statust affects theieligibility for the employer contribution
toward their employebased groupealth plan

I Subscriber has a ahge in employment from$EBB organization ¢ a public schoalistrict that resuls
in the subscriber having different medicadp availableAsu s ed i n t hi s subsection t
school di st r i chaterschooks and adodationargicel distdcesThe sulsaiber may
change heir election ifthe change in employent causes:

0 The subscr i ber 'astormlongerdavdilableéndhis casd the gubscriber may
select from any available medigaan; or

0 The subscriber has eror more new medical plaavailable, in thé case the subsber may select
to erroll in a newly available plan.

1 Su b s c r defrerdent leas aahge in their own employment status that affects their eligitaitityeir
dependent ' dorthadempipyebcortribution urettheir employetbased group healthlan
“Empl oyibut contrmeans cont rieérutt'i o ncaumerampdyebogyr tfhe dep
toward health coverage as described in the Treasury Regulatio

1 Subscriberor their dependdrhas a change in residaathat affects he#h plan availabity. If the
subscribe moves and their current health plan is naikable in the neviocation, the subscriber must
select a new health plan, otherwise therd bél limited accessibility to meork providers and coved
services

1 A courtorder requireshte subscriber or angther individual to provide insurance coverdgean
eligible dgendent of the subscriber (a former spouse or formerisgistered domeistpartner is not
an eligible dpendent)

9 Subscriberor their dependenénrols in coverage uder Medicaidoraste Chi | dren’ s Heal t h
Program (CHIP)pr the subscribeor their dependent loses eligibility for coverage under Medicaid or
CHIP.

1 Subriberor their dependent benwes eligible for state pmium assistance salily for SEBBhedth
plan coverage frm Medicaid or CHIP

1 Subscriberor their dependd enrolls incoveaage under Medicare, or the subscriber or their dependent
loses eligibilityfor coverage unddvledicare Ift h e s u b s ¢ r melicalplandbeceames r e n t
unavailable du¢o the subscriber dheir dependentenrollment inMedicare, the duscriber must select
a newmedicalplan

I Subscribeor t heir de predcdmanhbetomes anavailatderbecause shbscriber or
enrolled épendent is no longeeligible for ahealth savings accodifHSA).
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1 Subscriberor their dependent experiegs a disruption of care for active and ongoing treatment that
could function as a reduction benefits for the subscriber treir dependent. The ssdriber may not
charge their health lan electionbecaus¢hesubscribeordgp e ndent ' s p hriicpatiani an st op s
with the subscr i beSEBBProgramadétérrhinepthabaconitynof carsissuet h e
exists. TheSEBB Program will considebut not limitits consideation tothe following:

o Active cancer treatmensuch as chemotherapy or ration therapy
o Treatment followng a recent organ transplant

0 A scheduled surgery

o0 Recent majosurgery still within the posferative period

0 Treatmemfor a highrisk pregnancy

Note: Theplan cannot guarargghat any physicignhospital, or other provét will be available or remain

under contract witlthe plan An enrolleemay not change medicplanssimply because thejrovider or

health care fadity discontinues péicipation withthis medicalplanuntl the SEBBPr ogr am’ s next ann
open enrollmet or when another qualifying event creates a special open enroftn@htanging health

plars, unless the&sSEBBProgram deemmines that a continuityfa@areissueexists.

7. Special open enoliments eventghat allow adding or removing a dependent
Any of thefollowing events may create a special open enroliment:
1 Subscriber gains a new dependent due t
0 Marriage or registering stae-registered domestic gaership

o Birth, adoption or whenthe subscriber has asned a legal obligation for total or partialpport in
anticipation of adoption

0o A child becoming eligible as an extended dependent thrkaggi custody or legal gudeshship.

91 Subscriber or theidependent loses ath coverage undergroup health plaor through health insurance
coverage, as defiddoy theHealth Insurance Portability and Accountability Act (HIPAA).

1 Subscriber has a changeemployment status thatfaéts their eligibility forthe employer contribtion
toward thei employerbased grop health plan

T Subscri ber’ s angedretheidvnemployment statuscthat affects their eligitafityeir
d e p e n d e nlity’fos theeeploger dontoution under their employdnased group healthlan.
“Employercotr i but i on'tr inbeuansoncsommade by tdmnerethglgygeendent ' s ¢
toward health coverage as described in the Treasury Regulation

1 Subscriber orhteir dependent has a changeanroliment under a emploer-based group hedélplan
during itsannual open enrollnré that does not align with tHte&EBBP r o g raaneml apen enroliment

f Subscriber’s dependent has a ritddStatgsdo withinthbretesli dence f
States, or from withithe United States toutside of the Wited States and thahange in residence
resulted in the dependdosing their health insurance

1 A court order requires the subscriber or any other individuatdvide insurance coveradoran
eligible dependent dhe subscriber (aofmer spouse oofmer stateregisterel domestic partner is not
an eligible dependent

1 Subscriber or their dependesrirollsinc over age under Medi cathldsurance a st at e
Program (CHIP)orthe subscriber or theiregendent loses eliility for coverayeunder Medicaid or
CHIP.

1 Subscriber or their dependent becomegilaik fora state premium assistance subgiolySEBB health
plan coverage from Medicaid @HIP.

T Subscr i bereéenmlsidMedieamr diesestégibility for Medicare.
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8. Special operenroliment events that allow waiving medical enroliment and enrollng after waiving

A school employee may waive SEBB medical during a special open enrolimentyoif they are enrolled
in other employer-based group meital, a TRICARE plan, or Medicare.

Any of the following eents may create a special open enrollment:
1 Schml employee gains a hew dependent due to:
0 Marriage or registering a stategistered domestjgartnership

o Birth, adoption or when theschoolemploye has assumed a ldgabligation fortotal or partial
support in anticipation of adoptian

o0 A child beconing eligible as an extended dependent through legal custody or legal guardianship.

1 School enployeeor their dependent loseslwr coverage under a gmhealth plan or trough health
insurance coverage, as daéd by the HIPAA

1 School enployeehas a chang@ employment status that affects their eligibility for the employer
contribution toward theiemployerbased group medical

1 School enployeé s d enphasradhange ieir own employran status that affds their eligibility
or their d bilgyefar theeempldyer coetlibutigni under their employaised group medical
“Employer contbu t i o n$contribiionsmaal by t he derpcfortheramplogg cur r
toward healttcoverage as describéa the Treasury Regulation

1 School enployeeor their dependent has a change in enroliment undemaployefbased group medical
plan duringits annual opn enrollment thadoes not align with th€EBBPr o gr am’ @penann u a |
enroliment

1 School enployeé s peddent has a change in residence from outsidlee United States to within the
United States, or from within the United States to outsfdhe UnitedStates and the chge in
residence resulteith the dependent $ing their healttinsurance

1 A court ader requires thechoolemployee or any othémdividual to provide a health plan for an
eligible dependent of thechoolemployee (a formespouse or fomer stateregisteed domestic partner
is nd an eligible depereht).

1 School enployeeor their dependnt enrolls incoverage under Medicaidoratsta Chi | dren’ s Heal
Insurance Program (CHIP), or teehoolemployee otheir dependent losedigibility for coverage
underMedicaid or CHIP Note: A schoolemployee maynly return fromhaving waivedSEBB medical
for the events described this paragrgh. A schoolemployee may not waive thedEBB medicalfor the
events described ithis paragaph.

1 School enployeeor their dgpendent becomes eligibler a state premiurassistance subsidor SEBB
health pla coverage from Medicaid or CHIP.

1 School enployeeor their dependent becomes eligible and enrolla IRRICAREplan orloseseligibility
for aTRICARE plan.

1 School enployeebecomes eligible and erks in Medicare ordses eligibilityfor Medicare.
F. When medical coverageends
1. Termination dates
Medical mverageends on the following dates:
1 On the last dayfahe month when any enrollee ceasebéeligible.

1 On the date a meditplan terminatedue toa change in contrded service arear when the group
policy ends If that should occur, the subscribweitl have the opportunity to enroll in anoth8EBB
medical plan.
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1  For a schoolemployeeandther dependentsrhen the employent is terminatedmedicd coverage
ends when

o The school emplyee resigns. If thiss thecase, medical coverage ends on thedagtof the month
in which a school employee’'s resignation is effe

o0 The SEBB organizain terminates the employmentatonship. If this is te case, medical
coveaage ends on thast day of the montim which the employeinitiated termination iffective.

Note: If the SEBB organizatiomleducted thechoole mp | o pogi@en’ofshepremium for SEBB insurance
coverage fer theschoolemployeewas no longer eligite for the emplogr contribution, medial coveage
ends the last day of the month fehich schoolemployee premiums were deducted.

1 For a continuation coverage subscribemwho subnits a written request to termit@amedical coverage,
enrdlment inmedical coerage will be teminated the last dagf themonth in which theSEBB Program
receives the request or on the last day of the month specified in the termination request, whgchever
later. If the request is reived on the first day ahe month, medicalaverage will beg¢minated on the
lastday of the previous month.

A subscriber will ke responsible for payment of any services received after the date medical coverage ends as
de<ribed above.

2. Final premium payments

Premium payments drapplicable premiunsurcharges areohprorated during anmonth,for any reason,
even if an enrollee db or asks to terminate their medical plan before the end of the month.

If the monthly premiunor applicable premium surchageeman unpaid for 30 dgs the account wilbe
considered dé@iquent. A subscribés allowed a grace period of 30 days from dla¢e the monthly
premiums or applicable premium surcharges become delinquent to pay theprapdidn balance and
applicablepremium surcharges. If s u b s ¢ r i buebdlasce gr agcable premium surenges
remain unpaid for 60 days fromthe origith due date, the subscriber
dependents) will be termitel retroactive to the last daf themonth for which tie monthly premiums red
any applicablgremium surchargesere paid.

s medi c

3. If anenrollee is hospitalized

An enrollee who is receiving covered services in a hospital on the date medical coverage euoimik
to be eligible for cogred grvices while an ipaient for the coniion which the arollee was hospitated,
until one of the following events occur:

T According to this plan’s clinical Cr eetobaan a , it is
inpatient at the fality .

1 The remaining begfits available fothe hospitalizatin are exhausted, reglless of whether a new
calendar year begins

1 The enrollee becomes covered under another agreement with a group health plan that pfites b
for the hospitalization

1 The aerollee becomes eolted under an agresent with anothecarrier that providebenefits for the
hospitalization.

This provsion will not apply if the enrollee is covered under another agreement that provides lientfés
hospitalization at thérhe malical coverage endexcept as set fditin this sectionor if the enrolleds
eligible for SEBB Continuation Coverage agd c r i b e d for contihuD@SEBBanadicalcoverage’

4. Options for continuing SEBB medicd coverage

When medical coveragands, thesubscribeandtheir dependents gered by this medal planmay be
eligible to continueSEBBmedical coveragduring Emporary or permanent loss of eligibility.

There are three options the subscriber and tlegErtients ray qualify for whercoverage ends.
1 SEBBContinuaion Coverage (CORA)
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1 SEBBContinudion Coverage (Unpaideave)
1 PEBBretiree insurance coverage

A subsciber also has the righd converto individual medical insurance coveragith the planwhen
continuaton of group medicaihsurance coverage is fanger possible.

5. SEBB Continuation Coverage

The SEBBProgram administer¢he followingcontinuation cograge optionso temporarily extend group
i nsurance covVver aGeBBmwddiealplantcbverage endsalleltoen @fyaig event

1 SEBB Continuation Coverage (COBRA) includes eligpility and administative requirements under
federal COBRA laws andregulatiors. Some enrolleesvho are not qualified beneficiarieswder federal
COBRA, mayalso qualify for SEBB Continuation @verage (COBRA).

1 SEBB Continuation Coverage(Unpaid Leave)is an optioncreated byhe SEBBProgram with wider
eligibility criteria and qualifying event typghan COBRA

An enrollee who qualifies for both types 8EBB Continuation Coverage (COBRA andngaid Leave) may
enroll in only one of theeoptions.S e e tin@ation coverage ea | | mandithie SEBB Continuation
Coverage Edction Notice

6. Premium payments for SEBB Continuation Coverage

If a subscriber enrolls in canuation coverage, the subscrili responsible for timg payment of premions
and applicablg@remium surcharges.

7. PEBB retireeinsurancecoverage

A retiring sctool employee or a dependent becoming eligible as a survietigible to continue enrollment
or defer enroliment in Publicreployees Benefits BoardPEBB) insurance covage if they meegprocedural
and subgntive eligibility requirements. See tiREBB Retiree Enrollment Guidéor details.

8. Family and Medical LeaveAct of 1993

A schoolemployee a approved leave under the fedeFamily and Medical Leee Act (FMLA) may
continue to receivéhe employer contriltion towardSEBB benefitsin accordance withhe federalFMLA.

The SEBB organizatiomletermines if thechoolemployee is eligible for leaand the duration of the leave
under FMLA. Theschoolenployee must continue paytheir monthly premium contribtion and applicable
premium surcharges durinkis period to maintain eligibility.

If aschoolemployee exhausts the period of leave apmoveler FMLA, they may continuBEBB
insurance coveragey/self-paying the mathly premium andpplicable premiumwgcharges set by HCA,
with no contribution fronthe SEBB organizationSe e “ OprtontouingSEB® medi c al coverag

9. Paid Family and Medical Leave Act

A schoolemployes on approved leave unddie WashingtorState Paid Family andMedical LeavgPFML)
Programmay continue to receive the employentribution towardSEBB benefits The Employment
Security Department determines if th&hoolenployee is eligible for leavanderPFML. Theschool
empdoyee must continu® paytheir monhly premium contribtiibn and applicable premium surcharges
during ths period to maintain eligibility.

If a schoolemployee exhausts the patiof leave approvednderPFML, they may continu€EBB insurance
coverage belf-paying the mothly premium andapplicable premium swharges set by HCA, with no
contribution fromthe SEBB organizationS e e “ ©fprtantmumngSEBB medi cal <coverage.”

10. Conversion of covenage

An enrolleehas the right tewitch fromSEBBgroup nedcal to an individial conversion pinoffered by
this plan when they are no longer eligible to continbe SEBBgroup medical plan andenot eligible for
Medicare or covered under another gringurance coverage that providemnefits for hospital omedical
care.
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An enrollee must applfor conversioncowmgea nd pay t he f i meldtetrmo3itddys s pr emi u
after their group mgical plan ends or within 31 days from the date the noficermination of coverage is
received, whichever is later

Evidence of insutaility (proof of good health) is notaquired to obtain the conversion coverage. Rate

coverage, and eligibility reguaments othis conversion plan differ from those of theelhre e * s cur r ent
group medical @n. To receive detailedfiormation on conveion options undehis medical plangall us at
(206)630-4636 in the Seattle area, toll-free in Washington,-888-901-4636.

G. Generalprovisionsfor eligibility and enroliment
1. Payment of premiumsduring a labor dispute

Any schoolenployee or dependemthose monthly praiums are paid ifull or in part by theSEBB

organizatiormay pay pemiums directly to HCA if thechoole mp | oy ee’ s ssuspgndederat i on i
terminated diretty or indirectlybecause o grike, lockout, or any dter labor disputefor a period notd

exceed six months.

Whentheschoole mp| oy ee’ s ¢ o nepdedosterminatediCAiwdl ndify thgschoolemployee
immeditely, by mailatthe last addess of recordthat theschoolemployee may pay premiunasthey
become due.

If coverage is ndonger available tthe schoolemployee under this certificate awerage, then thgchool
employee maye eligible topurchase an individual medical plan frohis plan consistent with prenu
rates filed with the Weghington State Office of the InsurareCommissioner.

H. Appea rights

Any current or former schoolemployeeof a SEBB organizatiomr their depedent may appeal a decision
madeby theSEBB organizatiomegardingSEBB eligibility, enrdlment, or premium surchiges to theSEBB
organization

Any enrollee may appeal aatision made by th8EBB Program regardin@EBB eligibility, enroliment,
premium payments, or premium surcharges t&EBB Appeals Unit.

Any enrolleemay appeal a decisigrgardingthe administrdion ofa SEBB medial planby following the
appeal provi®mns of the planexcept when regardingigibility, enroliment, and premium payment decisions.

Learn more ahca.wa.gowebbappeals

I. Relationship to law and regulations

Any provision of thiscertificate of coveragénat is in conflit with any governindaw or regulation of
WashingtorStateis herebyamended to comply with the minimum requirements of such law or regulation.

VII. Grievances

Grievance measawrittenor verbalcomplaintsubmitted by or on behalf of a covered person regarding servce
delivery isaues otlerthan deral of paymen for medical services ornon-provision of medi@l sewices, including
dissatisfaction with medtal care, waiting timefor medcal srvices, provider or staff attitude or demeana, or
dissaatisfaction with servce provided by the he#th carrier The grievarce processis outlined asfollows

Step 1: It is recanmendedthatthe Enrollee contact the personinvolved or the marager of the medcal
center/depatmert where they arehaving aproblem, explain their concerrs and whattheywould like to have done
to resoVe the problem. The Enrdleeshould be sgcific and nake their posiion clea. Most concenscan ke
redlved in this way.

Step 2: If theEnrolleeis still not satisfied, they shouldcal or write to MemberServices at PO Box 34590,
Seatle, WA 98124-1590, 206-630-4636 or toll-free1-888-901-4636.Most conems are handed by phore within
afew days. h some cases, the Enrollee will be askedto write downtheir concemsand state whatthey think
would be a fai resolition to the poblem. An appropriate representtive will investigate theEnrdlee's concern by
consuting with involved staff andtheir supervisors, and reviewing pertinent records, relevantplan pliciesand
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the EnrolleeRightsand Resmnsibilities staement.This processcan takeup to 30 da/sto resolveafter receipt of
the Enrdlee’ s ittenor verbal statement.

If the Enrolleeis dissdisfied withtheresdution of the complaint, they may contactMember Savices Assistance
is available b Enrdlees who ae limited-English geakeis, who have lteracy problems, or who hawe physical or
mentd disabilities tha impedetheir ability to request review or participae in the review process.

VIII. Appeals

Enrollees are enitled to appeal throughthe appeds process ifiiiencoveragefor anitem o service is cened dueto an
adwersedeemination made by the KFHPWAO medicd diredor. The appealsprocess is availablefor an Enrolleeto
seekreconsideration of an adwerse Ilenefit determinaion (action). Adversebendit determiration (adion) meansany
of thefollowing: adenal, reduction, or termination of, or afailure to provide or make payment(in whole or in part)
for, abenefit, including any suchdengl, reduction, temination, or failure to provide a make payment that$ based on
adetermination of an Enrolleé dligibility to paricipatein aplan and including, a denialyeduction, or termination
of, or a falure to provide or make pgment, in whole or in @rt, forabeneft resulthg from the apgdication of any
utilization review, aswell asa failureto cove anitem orseavice for which the bemfits ae othewise providd
becauseit is determned to be experimental or investigationd or not Medically Necessary or gppropriate KFHPWAO
will comply with any new rejuirements as ecesary under fedem laws andregulations. Asdstanceis availabe to
Enrollees who are limited-English speakers, vino hawe literacy problems, or who have physcal or mental disabilities
that impede beir ability to request review or participatein the revew piocess.The mostcurrent iformation éout
your appealsprocess isavailabe by contacing KFHPWAO's Member Appeal Departmentat the address o telephone
number below.

1. Initial Appeal
If the Enrolleeor anyrepresentative authorized in writing by the Enrolleewishesto gopeala KFHPWAO
decision to deny, modfy, reduce or termnate coverage of or payment for hedth care services they must submit a
request for an gopeal either oralyy orin writing to KFHPWAQO' Member AppealDepartment, specifying why
they disagreewith thedecison. The apped mug besubmittedwithin 180 daysfrom the dat of theinitial denial
notice. KFHPWAO will notify the Enrolleeof its receiptof the request witin 72 hours ofreceving it. Appeals
shodd be dirededto KFHPWAQO’ BMemberAppealDepatment, P.O. Box 345%, Sedtle, WA 98124-1593, toll-
free 1-866-458-5479.

A party not involvedin the initial coverage determindion and nd a subordnate of the partymaking the intial
coveragedetermination will review the apgalrequest KFHPWAO will thennatify the Enrolleeof its
determination or needfor an extension of timewithin 14 days of recaving the requed for appeal.Underno
circumstancs will the reviewtimeframe exced 30 diyswithout the Enrdlee’  wrritten permission.

For appeak invdving experimertal or investigational sevicesKFHPWAO will make a decision and
communicate the decision to the Enrolleein writing within 20 daysof receiptof the appeal.

Thereis anexpedited/ur gent appeals proces in placefor casesvhich meetcriteriaor where delay using the
standard gppeal review processwill seriously jeopardze heEnrolleé kfe, healthor ability to regan maximum
function or subjed the Enrolleeto severepan thatcannotbe manaed adecuately without te requetedcare or
treatment The Enrolleecan request an expeditedurgert appeal in writing to the dove aldress, or kg caling
KFHPWAOQO's Member Appeal Depatmenttoll-free 1866-4585479. The nature othepa i e condtios will be
evaluatedby a phystian andif therequestis notaccepted asurgent the Enrollee will be notified in writing of the
dedsion notto expedie and givena desription on how to grievethededsion. If the requed is made bythe
treating ptysician who bdieves the Enrolleé s  itian mdés the definition of expedted, therequest will be
procesed asexpalited.

The request for an expelited/urget appeal will be processed and a deciionissued ro laterthan 72hours after
recept of the requet

The Enrolleemay dsorequestan ternal review & the sane time astheintemal appealsproces ff it is an urgent
cafe situation or the Enrolleeis in an ongoing courseof treatment.
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If theEnrolleerequests a appeal d a KFHPWAO decisbn denying bendits for carecurrently being received
KFHPWAOwiIll continueto provide coverage for the disputed bendit pending the oucome of the apped. If the
KFHPWAO detemrminaion gands the Enrolleemay ke respasble for the cost d coverage receive duing the
review period.

The U.S. Department ofHedth and HumanSewices hasdesignated the WashngtonState Office of the Insurarce
Commissioner’ €onsumerProtection Division & the hedlth insurance corsumer enbudsman. The Consume
Protection Divison Office canbe reached by mal at Washington Statelnsurane Commissianer, Consuner
Protection Division, PO. Box 40256, Olympia, WA 98504-0256 o at toll-free 1-800-562-6900. More
information about requesting assstancefrom the Consumer Protection Divsion Office can befound at
http://www.insurancewagowv/your-insurancehealthinsurancebpped/.

2. Next Level of Appeal
If theEnrolleeis nd satsfied with thedecision re@rding medicalnecessty, medca appopriateress, heth care
sdting, levelof cae, or if the requested seviceis nat effi cacious orotherwise unjustified under evidene-basd
medcal ciiteria, or if KFHPWAO fails to achereto the reqirements of the @peds processthe Enrolleemay
requeg a £cord levelreview by an eXerral indepedent review organization not legally affili ated with or
controlled by KFHPWAO. KFHPWAO will natify the Enrolleeof the name of the extend indepemlent review
organizationandits contactinformation. Theexternd indeperdent review organization will acceptadditiond
writteninformation for upto five busness days after it receives the assignrent for theappeal The externd
independentreview will be condudedat no cost tahe Enrollee Once a deision is made through anindepedent
review organization, thedecision is final and camot be appealed throughKFHPWAQ.

If the Enrollee requests an appa of a KFHPWAO dedsion denying bendits for carecurrertly beirg received,
KFHPWAO will continueto provide coserage for the disputedbenefit pendingthe outcomeof the appedl. If the
KFHPWAQ determination stands the Enrolleemay be responsiblefor the cat of coverage recived during the
review peiod.

A request forareview byanindependent reviav organization must be madewithin 180days afer thedateof the
initial appeal decision notice.

IX. Claims

Claims for benefits may be made beforeor after sevicesare obtained KFHPWA O recommerds thatthe govider
requess Preauthorization. In most instaces,contracted providerssubmit claims directy to KFHPWAO. If your
provider doesnot submita claim to make a claim for benefits, an Enrollee mustcontactMember Sevices, or silbmit a
claim for reimburementas deaibed béow. Otherinquiries,sud as askg ahealth care providerabou careor
coverage, orsubmitting a pesciiptionto a prarmacy, will not be conddereda daim for benefits.

If an Enrolleereceivesanbill for senicesthe Enrolleebdievesare covered the Enrolleemust, within 90 days o the
dae of service, or as s0n therafter & reasonhbly possible, a@ther (1) contact Member Servicesto makeaclaim or (2)
pay the bill and sulmit a claim for reimbursement of Covered Seavices or (3) for out-of-county claims (Emergency
careonly) —submit the claim and ary asociated medical reords indudingthe type of sevice, charges, and proof of
travel to KFHPWAO, P.O. Box 30766, Salt Lake City,UT 84130-0766. In no event,exceptin the abserce d legal
capacty, shallaclaim be accpted later than lyear fom thedate of service.

KFHPWAO will generally processclaims for berefits within thefollowing timeframesafter KFHPWAO recevesthe
claims:

Immediak request stuations — within 1 busnessday.

Conaurrert urgent equeds — within 24 haurs.

Urgentcarereview equeds— within 48 hours

Non-urgent pe<ivice review requess — within 5 calendar days

Pog-service review requeds — within 30calendardays.

=A =4 =4 -4 -4
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Timeframes forpre-seviceand paost-service chimscanbe exendedby KFHPWAO for up to an adiional 15 days.
Enrollees will be natifi ed inwriting of such extension prior to theexpiration of the initial timeframe.

X. Coordination of Benefits

The coordination of benefits(COB) provision aplies when an Enrolleehas health care coverage ndermore tharone
plan. Plaris defined telow.

The aderof bendit deerminaion rules governthe ader inwhich each planwill pay aclaim for berefits. Theplan
that pas first is calledthe pimary plan. Theprimary gan nustpay benefits acording b its policy tems without
regard to the psshility that another plan may cover sameexpenses.The pln thatpays after the primary plan isthe
se®@ndary plan. In noeventwill asecandary pan berequiredto payan amountn exces ofits maximumbenefitplus
accrued avings

If the Enrolleeis covered by more thanone he#th bendit plan, and the Enrolleedoes nd knowwhich is the pimary
plan, theEnrollee or theEnrolleeé srovigder should contat anyoneof the realth plans b veify whichplanis
primary. The tealth plarthe Enrolleecontactsis respnsble for working with the oterplan to determine whih is
primary andwill let the Enrollee know within 30 cdendardays.

All hedlth planshave tinely claim filing requrementsif the Enrolleeor the Enrolleé provider fails to submt the
Enrolleé slaim to aseconday hedth plan within thet plan $ daimfilin g time limit, the plancan denythe claim. If
the Enrolleeexpeiences delays in the processingof the claim by the pimary heéth plan,the Enrolleeor the
Enrolleé provider wil need to submit theclaim to the seondaryhealth planwithin its claimfiling time imit to
prevent a cenial of the claim.

If the Enrolleeis coweredby mae thanonehealth kenefitplan the Enrolleeor the Enrolleeé provider should file all
theEnrolleé slaintswith eat plan a thesame time. If Medicare isthe Enrolle€s primary plan, Malicare may
submit the Enrdleé slaimsto the Enrolle€s secondarycariier.

Definitions.

A. A plan isary of thefollowing tha provides benéits or services ér medical or éntalcare or treatmert. If
separate catracts are usel to provide coordinated coveagefor Enrollees of a Group, the separatecontracs
are consideed parts d thesame gdan andthereisno COB amongthose segratecortracts However, if COB
rules do not aply to all cortracts, or to all benefis in the same ontract, the contract or bendit to which
COB does not apply istreatad as a sparate plan.

1. Pan includes: group, individud or blanket disalility insuran@ catract and group or indvidual
contrads issuedby hedth care sevice contractorsor healthmaintenance organizations (HMO), closed
panel plars or otherformsof group coverage; medica care conponerts of longterm care contracts, such
as skilled nursing care;ard Medicare or ay aher federbhgovernmertal plan as pemitted by law.

2. Plan dos nd include: hosgtal indenmity or fixed paymert coverage a other fixed indennity or fixed
payment @vergge acddent oy coverage specified diseaser specified acidert coverage;imited
benefithealh coverage, asdefined by state lav; schod accicenttype coverage; bendits for non-medial
companents of long-term care policies automobileinsurancepolicies required ly statute to provide
medical banefits; Medicae supplement polies; Medicaid @veraye;or coverage under othe federa
govermrmentalplans; unless permitted by law.

Each catractfor coverageunder Subction 1. or 2. is a s@arde plan. If aplanhas twopatts and COB rules
apply only to one d thetwo, each of the @rtsis treatedas aserateplan

B. This pan mean,in a COB provision, the part of the contractproviding the health care banefits to which the

COB provision applies and which may be reluced because of the tenefits d other dans.Any other part of
the contract poviding health care benefits isseparag from this plen. A contract may apply one GOB
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provision to certain bendits, such asdental kerefits, coordnating only with similar benéits, and may apply
amther COBprovision to mordinate other baefits.

C. Theorderof bendit determination rules ctermne whethe this planis aprimary planor seconday plan
when the Enrolleehashedlth carecoverage unde more thanoneplan.

When ths plan is primary, it determires pgmert for its benefits firstbefore those bany other planwithout
considering ary otherpl a méndits. Whenthis plan is secordary, it deteminesits bendits after those @
ancther planandmust nake paymentin an anount so that, when canbined wih the anount paid by the
primaryplan, the tothbendits paid or providedby all plans for the claim equel 100% of thetotd allowable
experse for that claim. This means that whenthis plan issecandary,it mug paythe amaint which, when
combined with what he pimary planpaid, totals100% of the alowable expen®. In addition, if this gan is
seconday, it must calculate its saings (its amourt paid subtraded from the amount itwould have pé had it
beenthe primary plan) andrecord thes saings asa berefit reseve for the coveredEnrollee This resene
mug beusedby thesecadary plan topay any dlowableexperses ot otherwise @id, that are incurred by
the covered person diring the clam deerminaion period.

D. Allowable Expense. Allowable exp@se & ahealthcare expense, caisulance or copymerts and without
reduction for any applicable dedudible, thatis coveredatleast in partby any plancovering the persan. When
aplan providesberefits in the form of services, he reascnabk cah valueof each srvicewill be considere
anallowableexperse and abenefit paid. An expeng thatis not covered by anyplancovering the Enrolleeis
not an allowalle expense.

Thefollowing are examplesof expensethat are not alowableexpenses

1. Thedifference ketween thecost of a semiprivate hospitaroom and aprivate hosital room is notan
dlowable &perse unlessoneof theplans povidescoveragefor privatehospital room exgrses

2. If an Enrolleeis covered by two ormore pans tha compute their keneft paymentson the basis of sual
and custorary fees a relative value schelule reimburement method or othersimilar reimbursenent
method any amauntin exces of the highest eimbursement anourt for aspeific bendit is notan
allowableexpense.

3. If an Enrolleeis covered by two ormore planghat provide bendits or services on the kasisof negotiated
fees an amount in excesof the highed of the nggotiated feesis not an d owable expese.

4. An expense or a portian of an expense that is not coweredby any of the plans coveringhepersonis not
anallowalde experse.

E. Closed pael danis a panthatprovides health careberefits to covered personsin the form of servies
through a @nelof providerswho are prinarily employedby the plan, andthatexdudescoverage for senies
providedby otherproviders, except in cases of Emergerty or referral by a pand menber.

F. Custdial parert is the parent awarded cugody by acourt decreeor, in theabsence of a courtdeceg isthe
parentwith whomthe child resdesmore than onénalf of thecadendaryea excluding any tanporary
visitaion.

Order of Bendit Determination Rules.
Whenan Enrolleeis covered by two ormore plans, tke rdes fordeemining the oder ofbenefit paymensare as
follows:

A. Theprimary plan pag orprovides is berefits acordingto its tams of coveraje and withoutregard to the
bendits underany oher plan
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B. (1) Except asprovided béow (subsectian 2), a plan that doesnot coriain acoordination of benefitsprovision
thatis consistent wih this chapteiis always primary unlessthe piovisions of both plansstat thet the
compying planis primary.

(2) Coveragethatis obtained by virtue of membeshipin a Goupthat is desiged to supplement apait of a
basic packaye ofberefits and prowvidesthat this sipplenerntary coverageis excessto anyotherparts ofthe
planprovided by the contractholder Exanples indude maor medical coverayes that are sipeimposedover
hospital andsurgical benefits, andinsurane type coserage that are writtenin connectiorwith aclosedpanel
plan to provide ou-of-network berefits.

C. A plan may condder the beneits pad or providedby ancther plan incalculating payment of its berefits only
when it is secondaryto that othe plan.

D. Ead plan determinests order of baefitsusing thefirstof the following rulesthat apy:

1.
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Non-Dependent or Dependert. Theplan tha coversthe Enrolleeother thanasa Dependentfor exampe
as an enmployee,member policyholder, Subscribe or retiree isthe primary planandthe plan tiat mvers
theEnrolleeas a Depertent is thesecandary gan. Howeve, if the person is aMedicae bendficiary and
asareallt of fedemal law, Medicae is secodary to the plancoveringthe Enrolleeas aDependet) ard
primary to the plan covemg theEnrolleeas othe than aDependent (e.g., aretired enployee), henthe
order of benefits betveenthetwo plans is reversed so thatthe plan corering the Enrolleeas an
employee, member, pdicyholder, Subsciber or retiree isthesecomlary plan and thethe planis the
primary plan.

Depencent child coveredunder mae than aneplan. Unlessthereis a court decree dating athemwise,

when a depedent child is covered bymorethan one planthe order of beneftsis deterrmedas bllows:

a) For a dependat child whose parens are mariedor are living together,whether a notthey have
ever been maried:

1 Theplan of the paent whos birthday falls earier in thecalendaryear is heprimary plan; or

91 If both paentshavethe samebirthday, theplanthat has overedthe parent the longest isthe
primaryplan.

b) Fora deerden child whoseparerts aredivorcedor separatedor naot living together, whetheror not
they have ever been maried:

i. If acourt decee stateshatoneof the parents is respaositle for thedepeneért child $ health
cae xpengsor health carecoveageand theplan of that parent hasadud knowledgeof those
terms, thatplan is primaty. This rule applies o claimdeermination periodscommenciny after
the plan is given noticeof the court deree;

ii. If acout decree staesone parent isto assumeprimaryfinarcial respnsilility for the
dependent child but does not mentionresponsibility for healthcare experses, thelanof the
parert asuming financal responiility is primary;

iii. If a court deree $ates thatboth parents ae respmsible for thedependen child $ health cae
expenses o heath care coveragg, the provisionsof a) above déermine theorder of benefits;

iv. If acourt decreestaes thathe parerts hae joint custody wihou specifyirg thatone parert has
respmsitility for the health cae expersesor heath care ©verage of the dependent child, the
provisions of Sibsedion a) dovedeterninethe order of baefits; or

v. If ther isno courtdeciee dlocating responsibility for the depenent chid $ health care
expensea or hedth carecoveraye,theorder of benefits for the child are asfollows:

1 The pan covering the eigodia paren, first;
1 The dan covering tre gouse of the custodal paren, second
1 Theplan covering thenoncustodial @rent,third; and then
1 Theplancoveing the spouse ofthe non-custodial parent, last
c) Foradepadent child covered under more tlanone plan ofindividuals who are rot the @rents of
the child, the provisonsof Subseciton a) or b) abovedeermine theorderof benefts asif those
individuds were the paentsof the child.
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3. Activeemployee a retired or laid-off employee. The plan tha coversan Enrolleeasanadive employee
thatis, an empbyeewho is reithe laid off nor retired, is he gimary plan Theplan covering that same
Enrollee asa rdired or laid off emgdoyeeis the secondary plan. The samewould hold true if an Enrollee
is a Dependent & an activeempdoyee axd thatsame Memberis a Deperdent of aretired or laid-off
employee. Iftheother plandoesnot have this rule, and as a resilt, the plans @ not ageeontheorder of
benefts, thsrule is ignored. This rule does notapply if the mle underSection D.1. can deermirethe
orderof benefits.

4. COBRA or Stte Continuation @verage. If a Enrolleewhose coverace is provided underCOBRA or
underarightof continuation providedby state or other federd law is covered underanother plan,the
plan @vering the Enrolleeasanemployee member, Subsciber a retiree or covering theEnrolleeas a
Deperdent d anemgdoyee member, Subscriberor retireeis the primary planand the COBRA or stateor
other federal confinuation coverageis the secondey plan. If theother plan doa not have this rue, and as
aresut, the plans do not agree ontheorde of benefit, hisruleis ignored. This rule doe rot apply if
therule under Sedion D.1. candetermine the ader of benefits.

5. Longe or shorter lengh of covergge Theplan trat covered the Enrolleeas an emjoyee member,
Subsaiber or retieelonger is the gimary plan and the plan that covered the Enrolleethe $orter period
of time isthe seconday plan.

6. If the pecedingrules donot determinetheorder d bendfits, the allowableexpenses must ke shared
equaly betweenthe plans meetinghe definition of plan.In addition, this plan will not pay more than it
would have paid had it beenthe primary plan.

Effect on the Bendits of this Plan.

Whenthis planis mndaly, it must male paymert in anamount sathat, when conbinedwith the amaint paid by the
primary plan, the total benefits paid or provided byall plansfor the daim equalone hundrel percentof thetotd
alowalde expeng for that clam. However in no event shall the ®condary plan berequiredto pay an amount in
excess of s maimum beneit plus acrual savings. In no event stould the Enrolleeberespnsble for a deductble
amountgreatea thanthe highest of the two dedictibles.

Right to Receve and ReleaseNeed:d Inform ation.

Certain facts doutheath cae coverage and seices are needa to goply theseCOB rulesandto detemine berefits
payabe unde this danand dher plans. KFHPWAO may get the facts it needs fromor give themto ather
organizaionsor perons fa the purpose ofapplyingthes rdes am determining benéts payable uder this plan and
other plans overingthe Enrollee claiming berefits. KFHPWAO need not tell, or get the corsent of, any Enrolleeto
do tis. Each Enrolleeclaiming berefits under ths planmust give KFHPWAO any fats it needs toapply those riles
anddetemine benefts payabe.

Fadility of Payment.

If payments that should have beenmade unde this planare madeby another plan, KFHPWAO hasthe right, atits
discreton, to remit to the othe plan the anourt it detemines agpropriate to satisfythe intent d this provision The
amounts paid tothe otrer planare corsidered berefits pad under tis plan. To theextentof suchpaymerts,
KFHPWAQ O s fully discharged from liability under thg plan

Right of Recovery.

KFHPWAO hasthe right to recoverexcesspayment wheneverit has faid allowable expenses inexcessof the
maximum amaunt of payment ne@ssay to stisfy the intentof this provision. KFHPWAO may recwer excess
payment from any peson b whom or for whom paymehwasmace or ay other issues or plans.

Questons doutCoadination of Bendits? Catactthe Statelnsurance Department.
Effect of Medicare.

Medicareprimary/secondary payer gudelines and egubtionswill determine primary/seondary paye sttusandwill
be aljudicated by KFHPWAO as setforth in this ection. KFHPWAO will pay grimary o Medicare whenrequired by
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federd law. When Medicare,Pat A and Pat B or Part C are primary, Medcare'sallowalle amourt is the highes
allowable expen.

Whena Preferred In-Network Provider renders cared an Enrolleewho iseligible for Medicae benefits, and
Medicare is deemal to bethe primary bill payer under Medicare semndary payer guidelines and rgulations,
KFHPWAO will seek Medicare reimbursemert for all Medicare covered sevices.

When an Enrolleg, who s aMedicarebenefigary and for whom Medicarehas ber determnedto bethe primary bill
payerunder Medicare scanday paye guiddinesand reguldions, seeks carfrom Out-of-Network Providers
KFHPWAO has no bligation to provide ary benefts except aspeifically outlined in the Out-of-Netwark option
under Secton IV.

XI. Subrogation and Reimbursemert Rights

The benefits under this EOC will be avd able to an Enrolleefor injury or ill nes cawsedby another party,suljectto
theexclusions andimitationsof this EOC. If KFHPWAO provides lenefits unde this EOC for the reamert of the
injury or illness KFHPWAO will be sibrogatdto any rights that he Enrolleemay hae to recover compersaton a
damaesrelated totheinjury or illness andthe EnrolleeshallreimburseKFHPWAO for al berefits provided, from
anyamouwntsthe Enrolleereceived or is entitled toreceive from any source an account of suchinjury or illness,
whether by suit, settlement or othemise, includingbutnot limited to:

Paymentsmade by aHird party or any ingrance companyon behdf of the third party;

Any paymentsor awards under an minaured @ undeinsured notorist coverage policy;

AnyWo r k eamgpehsai@ or disability award or setiement;

Medical paymerts coverageunderany autombile policy, premise®r homeown e msdicd payments
coverageor premsesor haneowners' insurancecoverage;and

1 Any other payments from a souce ntended to compesate anlnjured Peisonfor injuries reaulting from an
accidentor allegednegligence.

=A =4 =4 =N

This sction more fullydescribes KFHPWAQO'  subragation and reimbursement rights.

"Injured Peson" urder this ®cion meansan Enrolleecovered by the EOC who sustains annjury or illnessandany
spause dependent orother person or entity that mayrecoveron behaf of suchEnrolleeincluding theedate of the
Enrolleeand, if theEnrolleeisaminor, theguardian or parert of the Enrollee When referredto in this sedion,
"KFHPWAO's Medical Experses meanstheexperses incured and the valie of the benefts providedby KFHPWAO
underthis EOC for the care or treadment oftheinjury or iliness sistained by the Injured Person.

If the InjuredPeson' sinjurieswerecauseal by a thid party giving riseto a claim of legal liability against the tird
party and/a payment bythethird partyto thelnjured Pasan andor a settlanent betweenthe third paty and the
Injured Peson, KFHPWAO shdl havethe right to recover KFHPWAO's MedicalExpense from any source awailable
to the Injurel Personas a eault of the evatscausingtheinjury. Thisright is commonly referred to as "sulpgation”
KFHPWAO shall besubrogated to andmay enforceall rights ofthe Injured Personto the full extent of KFHPWAQO's
Medical Expenses.

By aacefting benefis under this plan, the Injured Person aso pecifically acknowledges KFHPWAOQO' sright of
reimbusement.This right of reimbursement attachesvhen this KFHPWAO hasprovided bendits for injuries or
illnessescausedby anather party and the Injured Person othe InjuredPeson’ sprasetative hasecovered ay
amaunts from athird party or any othersaurce d recovery. KFHPWAQ' &ght of reimbusement is cumulative with
ard not exclusive of its subrogatian right andKFHPWA O may chooseto exerciseeither or bth rights of recovery.

In order to secue KFHPWAQO’srecovely rights, thelnjured Person agresto asggn KFHPWAO any berefits or
claims orrights ofrecovery they may have unde any autonobile policy or oher coverage, to thefull extentof the
p | a n rogaios antireimbursement claims. Thisassgnment allows KFHPWAO to pursue any daim the hjured
Pessonmay hawe, whetter or not theychoose to puisuethe daim.
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KFHPWAQ’ subrogdion and reimbursemat rights dall be limited to the excess o the amountequredto fully
compensag the Injured Pason fortheloss sustined, ncludinggereral danages.

Subject to the aboveprovisions, if the InjuredPeisonis ertitledto or doesreceive noney from anysourceas aresult
of theeverts causng the injury orillness, including but notlimited to ay liability insurance or
uninsurel/undernsued motoist funds, KFHPWAQO’s Medicd Expensesare seondary, na primary.

TheInjured Person and their agerts stall cogeratefully with KFHPWAO in its efforts to collet KFHPWAOQO's
Medical ExpensesThis coopeation includes but is nat limited to, supplying KFHPWAO with information abou the
cause of injury or illness,ary potentially liable tird parties, defendarts andér insurersrelated to theInjured Peison's
claim. ThelInjured Person shall natify KFHPWAO within 30days & any claim thatmay give rise to a taim for
sutrogation or reimbursement. The Irjured Per®n shdl provide periodic updaesaboutany factsthat mg impad
KFHPWAQ' ®ght to reimburserrent or subrgation asrequeged by KFHPWAO and shal inform KFHPWAO of
any sdtlementor otherpaymentsdating to the Injured Persa $injury. The Ijured Per®n andtheir agentsshdl
permit KFHPWAO, at KFHPWAGQO's opion, to ascciatewith the Injured Pason a to intervenein ary legal, quas-
legal, ggercy or ary otheraction or claim filed

The Injured Rerson aml their agents shall do nothing to pejudice KFHPWAOQ' s subrogaion and reimbursement
rights. The IrjuredPersonshdl promptly notfy KFHPWAO of anytentative settlement with a third party andshall
not sette aclaim without protecting KFHPWAQO' siterést.The Injured Persorshdl provide 21days advarte notice
to KFHPWAO before there is adisbursementof proceedsfrom any sdtlementwith athird party that may give rise to
aclaim for subrogation orreimbure@men. If thelnjured Pason fails to coperate tilly with KFHPWAO in recovery
of KFHPWACQO' s Medical Expenses and duch failure prejudicesKkFHPWAQO'  subragation and/or reimbursemert
rights, the Injured Person shall be responsible for diredly reimbursing KFHPWAQO for 100% of KFHPWAO's
Medical ExpeBes.

To theextentthat the Injured Person eavers fundsfrom anysoucetha in any mamerrelateto theinjury or illness
givingriseto KFHPWAOQO' sright of reimbursementor subrogaion, thelnjuredPer®n agreego hold such moniesin
trustor in a seprate icentifiable accountuntil KFHPWAQ'’ s bragation andreimbursemert rights ae fully
deteminedand that KFHPWAO has an equitable lien over such monesto the full extent of KFHPWAQO’ s edidl
Expersesand/or the Inured Person agrees to seve as constictive trugeeover the maiesto the extenof
KFHPWAQO' Medical Expenses. In the eventthatsuch moniesare ot so teld, thefundsarerecverale even if they
havebeen omingledwith otheras®ts,without the reedto trace the souice of the funds. Any partywho distributes
fundswithout regardto KFHPWAQ' Hghts of subrogation or reimbursemat will be pesondly liable to KFHPWAO
for theamaunts sodistributed.

If reawnakle collections msts hae ben incurred by an attorney for the Injured Persoin connestion with obtaining
recovery, KFHPWAOQO will reducethe amount of reimbursement to KFHPWAO by the anount of an equitade
apportionmentof such collection costs betweenK FHPWAO and thelnjured Peson.This rediction will be made aly
if each of the dllowing conditionshas bea met: (i) KFHPWAO receivesa list of the feesand as®dated mstsbefore
settementand (i) thelnjuredPer® rs atorney ' asionswere directly related to seairing recovey for the Irjured
Party.

To theextert the provisioms of this Subrogation and Reimbursement secton are deenedgovernedby ERISA,
implementation d this section shdl be deemed apait of claims administration and KFHPWAO shalltherefore have
disaetion to interpret is terms.

XIl. Definitions
Allowance The maxmum amaint payable by KFHPWAOQO for certain Covered Senices.
Allowed Amount Theamount that is reimbursabe to the provider and includes payment by

KFHPWAQ, the Enrolleg and other third-party payes, & agplicable

(1) For providers who havecontracte with KFHPWAO: the anount trese providers
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haveagreed toaccept as ppyment in full for a service.

(2) For providers who havenot contractedwith KFHPWAOQO: (a) anamount equal to
125% of thefee schedile detemined bythe Ceners for Medicare and Medicaid
Sewices (Medicarefee schedut) for fadlity or physician professond services and
105% of the Medicare feeschalule for non-physician professond servicesor (b)
KFHPWAQO' kwed reimbursaableamount for the same osimilar servicefroma
Preferred In-Network Provide if such service is rot includedin the Medicae fee
schedue.

There isan exception to the @ove dcfinition of All owed Amount for out-of-network
Emergencysenices. For such srvices the Allowed Amouwnt is defned as at leas
egual to the geatest of hefollowing: (i) themedianamount reimbursed fo thesane
or similar sewice from a poviderwho hascontraded withKFHPWAO, (ii) the
amaunt geneally payale  providers whohavenot contracte with KFHPWAO (see
methodobgies atove), or (ii) 100% ofthe Medicare feeschedule.

Forall charges fromproviders whohave not cantraded withKFHPWAO under
Summit PPO, Enrollees may be required to pay anydifference ketween the charge for
services andhe Allowed Amourt, except for Emergeancy servies including post
stabilization andfor ancillarysewices received fnm an aut of netwak provider in a
network faciity. For more infformaton about balance liihg proecions, pleaswisit:
httpsi/healthykaiserpermanenterg/washington/supportrmsand click a the
“Billing forms” link.

Annual Open Enrollment

A period of timedefined by HCA when a Subscriber maghange @ another health
plan offered bythe SEBB Program anthake certain othercaount changes for an
effective date beginning Januaryflthe following year.

Continuation Coverage

Temporary continuation of SEBB bensfévailableto Enrollees undehe
Consoidated Omnibu8udgetReconciliaion Act (COBRA), theUniformed Services
Employment and Reemployment Rights Act (USERRA), or SEBRies.

Convalese@nt Care

Care funishedfor the purposeof meetng nonmedicaly necessarypersanal need
which could be provided by pronswithout professional skils or training, such as
assisane in walking, dressimg, bathirg, eding, preparaton o specialdiets, ard
taking medicaton.

Copayment The specific ddlar anount an Enrollee is requiredto pay atthetime of service for
ceitain Covered Services
Cost Share Theportion of the costof Covered Servicesfor which theEnrolleeis liable. Cog

Shae includes Cpayments, winsurance andDeductbles.

Covered Services

The servicesfor which an Enrolleeis entitled to coveragein the Evidence of
Coverage

Creditable Coverage

Coveragis creditabk if theactuaridvalueof the mverageequds or exceedshe
actarid value of stardard Medicare preription drug coverage, asdemonstatel
throudh theuseof generally accepted actuarid principles and in accordance with
CMS actuarial guidelines. In gneal, the actudal deemination measueswheter
the expectedamourt of pad daims unde KFHPWAQ’ prescription drug coverageis
at leastasmuchas the eypeced amouwunt of paid claims underthe standard Medicare
prescrigion drug benefit
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Deductible

A spedfi c amountan Enrolleeis reqiredto payfor cetain CoveredServices kefore
bendits are payable.

Dependent

Any membe of a Subscribers family who meetsall applicable eligibility
requrements asde<ribed in the DependentEligibility ” section of this EOQs
enplled heeunder ad for whom the gemium has ber paid.

Emergeng

The enemgent and aaute onset of amedical, mentl health or subsance usedisorder
sympbm or synptons, including but not limited © severe pain or emotonal distress
tha would lead a prudentlayperson ating rea®nably tobdieve thata hedth
condition exids that requiresimmediate malical attenton, if failure toprovide
medical attentbnwould resut in seriousimparment to badily function or seious
dysfunction of a bodily organ or part, or would placethe Enrolleé seath, or if the
Enrolleeis pregnant,thehealh of herunborn child, in seiousjeopardy, or anyother
situationswhich would be corsidered anemergengy underappicablefederal or state
law.

Enrollee

Any enmolled Subscriber orDependent.

EssentialHealth Benefits

Benefits set forth under the PatientPraection an Affordable Care Act of 2010,
including the categories ofambulabry patient services Emergency savices,
hospitalization, maernity andnewbom cae, memal heath andsubstance use disoeder
savices, including behavioral hedth treament,prescription drugs, rehabilitative ard
habilitative services and cevices, labomtory services, pevenive and wellness srvices
and chronc diseae maragenentandpediatic senices,including oral andvision
care.

Established Relationshp

Enrolleemust have had at letagne inperson appointment or deag one reaktime
interactive @pointment using bottaudio ad visualtechnology inthe pasyear, with
the provider providing audio onlyleanedcine or witha provideremployed at the
same medicalrgup, at the same iclic, or bythe same integrated likeery sygem
operated by KFHPWAOTr theEnrolleewas eferredto theprovider providingaudi-
only telemedicine by a provider who they have had-person apointment wihin
the pastyear

Evidence of Coverage

The Eviderce of Cowrageis a statmert of benefts, exdusions and otherprovisions
as seforth in the Groupmedcal covelage agreement between KFHPWAO ard the
Group.

Family Unit

A Subscriber and all their Deperdens.

Group

An employer, union, welfare tug or bona-fide asciation which lasenteredinto a
Group medcd coveage agreementwith KFHPWAO.

Health Care Authority
(HCA)

TheWashingtorState agency that admisters thePEBB and SEBB Prograrm

Hospital Care

Those Medically Necesay senvices gemraly provided by acute generl hospitals for
admitted patierts.

Medical Condition

A disease,illness or injury.

Medically Necessay

Pre-service,concurent or past-servie reviewsmay ke conduded Once a gwice has
beenreviewed, aditional reviews nay be conducted. Enrollees will benatified in
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writing when a déermination has been made.Appropriateand clinicdly necessary
savices, asleerminad by KFHPWAQO' medical direcor acordingto geneally
acceptal principles ofgoad medicalpradice,which ae renderedto an Enrolleefor
the diagnosds, care or treatment d a Medicd Condition andwhich mee the standards
set forthbelow. In orderto be Medcally Necessary,sevicesand suppies nust mest
the following requirementsia) are not ®lely for the cowvenience of the Enrolleg
their family member or the provider of the services or sypplies; (b) are themost
appropriate leel of service osumly which can ke sfely providedto the Enrolleg
(c) are for the diagrosisor treatmat of an actudor existing Medcd Condition unless
being provided under KFHPWACQ's shedde for preventive savices; (d) are not fa
recreatonal, life-enhancing, relaation or @lliative therapy, exceptfor treatment of
termind conditions (e)are appr@riate and cosistent with thediagnaosis and which,
in aacordancewith acceptel medical standardsin the State of Wasdhington, couldnot
havebeen omittd without adversly affecting the Enrolleés wndition or the quality
of health sevices renderdal; (f) asto inpatient care, could not hae bee provided in a
provider' effice the oupatient department of a hospital or a nan-residentialfacility
without afecting theEnrolleé sondiionor quality of health ices endered (g)
are not primatrily for researb and data acamulation; and () are not experimentd or
investigational. Thelength and typeof the treatment program and the freguency and
modality d visits covered sal be déemrminedby KFHPWAQO's medccd diredor. In
addition to being medicdly necesary, to be coered sewrices aml supplies mug be
otherwise induded as a Coveed Sewnice andnot excluded from coverage.

Medicare

Thefedeal healthinsurance prograrfor peoplewho areage 65 o older, certain
younger peqole with disabilities,and peopé with End-Stage Renal Disease
(permanent kidneyfailure requiring dialysis oratransplart, somdimes @lled ESRD).

Out-of-Network Provider

Physicians liceneedunderl8.71 a 18.57 RCW, registaed rurses licensedunder
18.79 RCW, midwiveslicensd under18.79 RCW, nauropats licensedunder
18.36A RCW, acupunctristslicensedunder 18.06RCW, podiatrists licensed under
18.22RCW or, in the caeof nonWashingbn Stateproviders or out-of-country
providers, thase providers neding equivalentlicersing andcettification requiremens
estabishedin the territorieswhere the provide's practieislocaed For puposesof
the EOC, Out-of-Network Providers do not include indviduals enployed Ly or under
contract with KFHPWAQO’ Sunmit PPONetwork or who provide a sevice or treat
Enrollees outsdethe sce of their licenses.

Out-of-pocket Expenses

ThoseCog Sharegaid by the Subscrber or Enrolleefor Covered Services which are
appledto the Qut-of-pocketLimit.

Out-of-pocket Limi t

The maximum anountof Out-of-pocket Expenses incurredand peid during the
calendar year for Covered Sewices received by the Subsciber and their Dependents
within the same calendaryear.The Out-of-pocket Expenseswhich apply toward the
Out-of-pocketLimit are setforth in Section V.

Plan Coinsurance

The percentage anownt the Enrollee is required b pay for Coverel Sevices reeived

Preferred In-Network
Fadility

A facility (hogital, medtd center orhealth carecerter) ownedor opeiated by Kaiser
Foundation Health Panof Washington or otherwise designated by KFHPWAQO's
Summit P Network

Preauthorization

An approval by KFHPWAO that entitlesan Enrolleeto receve Covered Services
from a spedfied heath care prwider. Service shdl not exced thelimits of the
Preauhorizaion andare sibject to all termsand corditions of the EOC. Bendits do
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notrequie Preathorization, exept asnoted underSection IV. Enrolleeswho havea
complex orsefious medcal or psychidric conditionmay receive a tanding
Preauhorization for pedalty care provider services.

Preferred In-Network &
In-Network Provider

A providerwhois enployed byKaiser Fouration Hedth RHan of Washngton or
Washirgton Permasente Medical Group, PC., or cortractedwith the SummitPPO
Network to provde pimary care servicesto Enrollees andany othe healh care
professond or provider with whom the Summit PPONetwolk has ontracedto
provide health care servies toEnrollees errolled, including, but nat limited to,
physicians, podiatrists, nurses, physicianassistants, sccial workers, ogometrists,
psychdogists physical therapigs ard otherprofessonals engged n the celivery of
heathcaresewiceswho are licensel or certified to practice in acordancewith Title
18 Revsed Code of Washington.

Private Duty Nursing (or
24-hour nursing care)

Thehiring of a rurse by gamily or Enrolleeto provide long termand/o contnuous
oneononecarewith or without oversight by a home health agency. Thee may be
skilled, supportive orespite in nature.

Public Employees Benefits
Board (PEBB)

A group of representates, appaited by the governor, whapproses insurance
benefitplans foremployees and thettependerst, and establishes eligibility criteria
for participationin insuranceoenefit plans.

Public EmployeesBenefits
Board (PEBB) Program

Is the HCA programhtat adminstersPEBB benefit eligibity and enrollment

Summit PPO Network

Thepatticipating providers with which KFHPWAO has etered inb awritten
paricipating provide agreenent for the provsion of Covered Srvices.

Residential Treatment

A term used to defire fecility -based treatmert, whichincludes 24 hous perday, 7
days perweek rehabilitation. Resilertial Treatment servicesare povided in a fadlity
specifically licensed in the state vhere it pracicesasa resdential treament center.
Resicential treamert centergprovide acive treament of patients in acontolled
environmert requiring & leastweekly physicianvisits and offering treamentby a
multi-discipinaryteam d licensed mpfessiaals.

School Enployees Benéfs
Board (SEBB)

A group of repesentdives, appointed bthe governor, whoekignsand approes
insurance benefpilansfor school emploges and theirgpbendats, andestablishes
eligibility criteria for participation in insurace benefit plans.

School Enployees Benefits
Board (SEBB)
Organization

A public schml district or eductional service dstrict or charter sabol established
under Washington statetatue that is required tparticipatein berefit plans provided
by the Sbool Employees Benefits Bah(SEBB).

School Empoyees Baefits
Board (SEBB) Program

Is the program witin HCA that admiisters insurance aralha benefits for eljible
school erployees and eligible dependés.

Seavice Area

Washington couwnties of King, Kitsap,Pierce, Snohomish, Spokane Thurston.

Subscriber

A schod employee or conthuation coverage Eallee who has berdetermined
eligible and isenrolledin this plan, and ithe individual to whom the 3B Program
or Kaiser will issue noties, information, requesstand pemium bills on behalf of a
Enrollee

Urgent Condition

The sudden,unexpected onsetof a Meadical Condition tha is of sufficient seveity to
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require medcal treatment witin 24 hours ofits onset
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